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MECHANICAL STAGE 


For the man who uses microscopes day after 
day, year after year, only the simple construc- 
tion of the AO Spencer "Pinch-Grip” Mechani- 
cal Stage offers such ease of operation, safety 
to slides and durability. 

Slight pressure between forefinger and 
thumb opens the gripper arm without jarring 
the stand or disturbing mechanical stage set- 
tings. Upon release, the arm returns smoothly 
— holds slides firmly without injury. An extra- 
long coil spring permanently provides just the 
right tensión. 

This AO design for the microscopist is ap* 
parent also in the renowned Spencer Optics, 
dust-proof, dual-cone nosepiece, "autofocus”, 
custom tensión adjustment, "full-field” illumi- 
nation, convenient arrangement of Controls, and 
many other features. But test the many advan- 
tages of AO Spencer Microscopes yourself. Ask 
your AO Spencer distributor for a demonstra- 
tion 


SO SIMPLE ANDTROUBLE FREE 


r American fp 



INSTRUMENT DIVISION . BUFFALO 15. NEW YORK 


Representantes Exclusivos: 

PUERTO RICO OPTICAL COMPANY 

San Francisco #383 - San Juan, P. R. 
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Casec® is stnkingly effective in the management of 
infant diarrhea and colic. Relief from loose and frequent 
stools is prompt in the great majority of cases when 
feedings are supplemented with Casec. At the same 
time, Casec effectively prevents protein depletion. 

Casec (calcium caseinate) is a rich source of protein 
(88%) and supplies generous amounts of calcium. 


SIMPLE TREATMENT FOR DIARRHEA 
Bottle-fed infants: 4 tablespoons of Casec added to regular 
formula. Continué until stools are normal for 3 days. 
Breast'fed infants. 2 tablespoons of Casec to 6 ounces of 
water. Feed to 1 ounce before each breast feeding until 
stools are normal for 3 days. 



Casec 


MEAD JOHNSON & COMPANY 


Evansville 21, Ind., U.S.A. 


I». O. I»ox 3081 — San Juan. i’. K 







Para el Tratamiento de las ANEMIAS 


armatinic 

activado capsuletas 

Cada capsuleta de ARMATINIC ACTIVADO 


contiene: 

Sulfato Ferroso Desecado. 200 mg. 

*Crystamín... 10 mcg. 

Acido Fólico. 1 mg. 

Acido Ascórbíco (Vitamina C)........ 50 mg. 

t Hígado Fracción II, N. F. 

con Duodeno Desecado. . ,. 350 mg. 


*La Vitamina B 12 Cristalina de los Laboratorios Armour 
t El hígado se digiere parcialmente con una cantidad 
igual de duodeno durante el proceso de manufactura. 



PRESENTACION: Frascos de 50 y 100. 


Vitamina B12 con "activador” más concentraciones efectivas de todos los demás 
principios hemopoyéticos para asegurar una rápido y completa respuesta hemo* 
poyética. 



PRESENTACION: Frascos de 4 y 8 oz. 


armatinic 

el nuevo LIQUIDO hematínico 

Cada onza fluida de ARMATINIC LIQUIDO 
contiene: 


Fracción Hepática I (Clarificada).... 1.25 gm. 
Citratos de Hierro y Amonio F.E.U.. . 1.30 gm. 

Acido Fólico. 2.0 mg. 

*Crystamín.;. 20.0 mcg. 


*la Vitamina B 12 Cristalina de los Laboratorios Armour 


Para una efectiva y rápida respuesta clínica y un sabor refrescante. El Armatinic 
Líquido suministra Vitamina B12 Cristalina con hígado clarificado y otros importantes 
principios hemopoyéticos en una forma líquida, fácil de tomar, con un sabor agradable. 



THE ARMOUR LARORATORIES chicagoii.iuinois c.u a. 

ft/ve/uzncvOí<nt£J o¿e fáe/puúzccón 9/¿u*ncáot 


TERAPEUTICA FISIOLOGICA MEDIANTE LA INVESTIGACION BIOQUIMICA 


Thia advertisement appeora- tn the November, 1952 issue of the following publications: 
America Clínica El Farmacéutico Sinopsis Medica Internacional 


Distribuidor: LUIS GARRATON, INC. 

Fortaleza 352 - Tel. 3-1593 - Apartado 2984 - San Juan, P. R 













Alo-t Jio-n /¡lañe — 

but many other nutritional factors are usually 

involved in SECONDARY ANEMIAS 

FERBETEX 

5? trand’ 

supplies a well-rounded, well balanced therapeutic 
combination of essentials. 

Each tablet provides : 


FERROUS GLUCONATE _3 grains 

LIVER CONCENTRATE_3 grains 

B-COMPLEX VITAMINS 

Thiamin _ 2 mg. 

Riboflavin _ 2 mg. 

Ca. Pantothenate _ 1 mg. 

Pyridoxine _ 0.5 mg. 

Niacinamide _10 mg. 

FOLIC ACID _ 0.5 mg. 

ASCORBIC ACID_20 mg. 

and 

VITAMIN B-12 _3 micrograms 


An Efficient hematopoietic, FERBETEX is remarkably well toler- 
ated, with optimal nutrient utilization, and least gastro-intestinal 
upsets. 

Bottles of 50 and 100 capsules shaped tablets. 

Physicians’ Samples and Literature upon request. 


Exclusive Distributors: 
JOAQUIN BELENDEZ-SOLA, INC. 

P. O. Box 1188 Tel. 3-5010 


San Juan, Puerto Rico 















there is nothing quite like Q 

DESITIN 


to keep 

baby’s skin clear , 
smooth, supple, 
free from rash, 
excoriation 
and chafíng 


Desitin Ointment has proven its soothing, 
protective, healing qualities 1 ' 4 in over 30 
years of use on millions of infants in... 


rich in 

COD LIVER OIL 


OINTM ENT 


DIAPER RASH • DERMATITIS • INTERTRIGO • IRRITATION 


surupíes 


LITER ATURE 
PLEASE WRITE 


¥ 


Tubes of 1 oz., 2 oz., U oz., and 1 Ib. jars. 

DESITIN CHEMICÜ. COMPANY 

70 Ship Street • Pro^denee 2, R. I. 


1. Grayzel, H. G., Heimer, C. B., and Grayzel, R. W.: New York 
St. J. M. 53:2233, 1953. 

2. Heimer, C. B., Grayzel, H. G., and Kramer, B.: Archives of 
Pediatrics 68:382, 1951. 

3. Behrman, H. T., Combes, F, C., Bobroff, A., and Leviticus, R.s 
Ind. Med. & Surgery 18:512, 1949. 

4. Turell, R.: New York St. J. M. 50:2282, 1950. 


Distribuidores: COMERCIAL GODEL - Calle Europa 802 
Tel. 3-1061 - Santurce, P. R. 

P. O. Box 1081 - San Juan, P. R. 







ALL SULFONAMIDES ARE NOT ALIKE 



ELKOSI N 

■ High solubility in both 
acid and alkaline uriñe 

■ High therapeutic biood ievels 

■ Low acetylation 

■ Low toxicity, low cost 


Tablets, 0.5 Grn. (double-scored). 
Syrup (strawberry-flavored), 0.25 Gm. 
per 4-ml. teaspoonful. 


ELKOSIN® (sulfisomidine CIBA) 


GIBA 


SUMMIT, NEW JERSEY 




Y, ahora, primera 

... en lanzar una forma intcamuscular 
antibiótica nueva y superior ; 


Primera 

... en el campo de la 
investigación antibiótica 

Primera 

... en introducir un 
nuevo y superior antibiótico 


ACROM 


TETRACICLINA 


* 


A 


N 


CLORHIDRATO DE 

ACROMICINA 


HCI DE TETRACICLINA CRISTALINA 

INTRAMUSCULÜ 




/ 


Envases: frasco de 100 mg 
(a diluirse con agua, paro inyección, 
agregando 2cm'' a coda frasco de 100 mg. 
Las soluciones se mantienen a la 
temperatura ambiente durante 24 horas). 


•Morco de fabrico 



Las primicias en materia de investigación antibiótica provienen de: 

LEDERLE LABORATORIES DIVISION, Cyanamld Inter-Ameritan Corporation, 49 West 49th Street, New York 20, N. Y. 










ORAL SUSPENSION 



¡lili 


UTlOHS 

ravenous 


\ n tramuscu 




to relieve nausea and vomiting 
of pregnancy and ¡n adoles- 
cent acné 




PYRIBEXIN 


(Pyridoxine HCI *=* Thiamine Chloride) 
Each 1 cc contains: 

Vitamin Bl.,.50 mg 

Vitamin B6.50 mg 

VIALS OF 10 cc 


■ ROBLE* 


for use ¡n hypochromio and 
tritional anemias 

IROILEX 

(Iron - Liver - B Complex) 
Each cc contains: 

Thiamine HCl (Bl) .100. 

Riboflavin (B2) . 0.5 

Pyridoxine HCl (B6) . 1. 

NICOTINAMIDE . 50. 

IRON CACODYLATF. . 10. 

LIVER (10 U.S.P. UNITS 

PER CC) . 0.2 

Phenol (As preservative) 0.5% 

VIALS OF 10 cc 


Improved 


Formula 
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NION CORPORATION los angeles 38, california 

JOAQUIN BELENDEZ SOLA, INC. 
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Distribuidores: COMERCIAL GODEL - Calle Europa 802 
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marca del nitrofurantoin N. N. R. 

© 

actúa 

muy 




rápidamente 


EN INFECCIONES URINARIAS AGUDAS Y CRONICAS 


EN 30 MINUTOS: concentraciones antibacterianas en la orina 


EN 3 A 5 DIAS: desaparición completa de las células de pus de la orina 


EN 7 DIAS: esterilización de la orina en la mayoría de los casos 


La Furadantina no produce rectitis, prurito 
anal ni cristaluria. 


„ . Tabletas de 50 y de 100 mg. 

Presentación y & 

Suspensión Oral: 5 mg. por ce. 


LOS NITROFURANOS— 

UNA CLASE SINGULAR 
DE ANTIMICROBIANOS p 
PRODUCTOS DE LA °"V 
INVESTIGACION CIENTIFICA 
DE EATON 



NORWICH, NEW YORK, E.U.A. 


Distribuidores: CESAR CASTILLO, INC., Edificio Camaleglo 
Avenida Muñoz Rivera 70 - Mato Rey, Puerto Rico 
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Adrenosem reprime las hemorragias capilares 
porque actúa directamente sobre las paredes 
vasculares disminuyendo su permeabilidad. 

Este singular hemostato aumenta la resistencia 
capilar sin vasoconstricción. Adrenosem no au¬ 
menta la presión sanguínea ni interfiere con el 
funcionamiento o el ritmo cardíaco. De gran 
utilidad tanto profiláctica como terapéutica¬ 
mente, su amplio índice de seguridad hace 
del Adrenosem el hemostato de elección. 


Indicado contra hemorragias postoperatorias en casos de: 

Tonsilectomías, Adenoidectomías y cirugía nasofaríngea 

Cirugía génitourinaria 

Hemorragia uterina 

Hemorragia postpartum 

Cirugía dental 

Cirugía torácica y hemóptisis crónica 

Otras indicaciones: Púrpura ¡diopáfica 

Üf 

Telangiectasia familiar 

Epistaxis 

Hematuria 


’Sherber, D.A.: The Control oí Bleeding, Am. J. Surg. 86: J31 (Sept.) 1953. 


en uso en más de 2500 hospitales 


El singular hemostato 



drenosem 

(EN ARGENTINA SEMADREN) 


SALICILATO 


® 


Solicite literatura a: vww»« mn«tixuiu ti. o/ 

THE S. E. MASSENGILL COMPANY, Bristoi, Tennessee 

Distribuíais:” -"'CaTíe'iVropa 802 

Tel. 3-1061 - Santurce, P. R. 

P. O. Box 1081 - San Juan, P. R. 


(MARCA MASSENGILL PARA EL SALICILATO DE CARBAZOCROMO) 
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In an extensive clinical investigation 
conducted by five well qualified physi- 
cians, treatment with Cobaden, a 
unique combination of adenosine-5» 
monophosphate and cyanocobalamin, 
. was successful in terms of pain- 
relief, restored mobility and diminished 
swelling and tenderness in 66 of 70 
patients . .. with osteoarthritis, polyar- 
ticular pain, polyarthritis, tendinitis 
(bursitis), musculofasciitis, tenosynovitis, 
pcripheral neuritis (sciatica) and dia- 
betic neuropathy.” 1 


Each cc. of COBADEN contains: 

Adenosine-5-Monophosphoric acid.25 mg. 

Cyanocobalamin.60 mcg. 

Benzyl Alcohol.1.5% 

Injection water q.s. 


PHARMACEUTICAL CO., INC. 



333 columbia strcct. r[nsscla£r. ncw york 


Representative for Puerto Rico 
A. F. LEGRAND, Ph.G. 

P. O. Box 9022 — Santurce 29, P. R. 
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antibiótico de amplio espectro 
notablemente eficaz 
bien tolerado 



en las neumonías 


Notablemente eficaz en una 
gran variedad de neumonías 
causadas por bacterias, rickettsias 
y virus, el chloromycetin (clo- 
ramfenicol, Parke-Davis), es 
especialmente valioso en las in¬ 
fecciones mixtas y aquellas en 
que es difícil determinar el 
agente causante. 

Inusitadamente activo 
contra los estafilococos, el chlo- 
ROMYCETIN reduce la probabilidad 
de la infección broncopulmonar 
estafilocócica sobreagregada, una 
complicación cuya incidencia 
está aumentando. 


Excepcionalmentc bien 
tolerado, el CHLOROMYCETIN es 
bien conocido por la casi total 
ausencia de trastornos gastro¬ 
intestinales, ni siquiera leves, y 
otros efectos colaterales. 

No obstante, no debe ser 
empleado indistintamente o para 
el tratamiento de infecciones 
menores—y, como otros medi¬ 
camentos, cuando se administra 
prolongada o intermitentemente, 
deben efectuarse recuentos glo¬ 
bulares periódicamente. 


El Chloromycetin (cloramfenicol, Parke-Davis) se suministra en 
las siguientes formas: Cápsulas de 250 mg., frascos de 12; Cápsulas 
de 50 mg., frascos de 25. Líquido, suspensión de Palmitato de 
Chloromycetin, conteniendo por cucharadita (4 cm. 3 ) el equivalente 
de 125 mg. de Chloromycetin; Ungüento Oftálmico de Chloromycetin 
al 1%, en tubos de 3.50 Gm.; Chloromycetin Oftálmico (polvo para 
solución), frasquitos de 25 mg. con cuentagotas; Crema, al 1%, 
tubos de 28 Gm.; Intramuscular, frasco-ampollas de 1 Gm. y de 
2 Gm. (polvo para suspensión); Tópico, frasquitos de 5 cm. 3 con 
cuentagotas. 
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New 

nonbarbiturate 

sedative 



Raudixoid is a tranquilizing agent rather than a hypnotic. Patients on 
iiiaintenance doses usually sleep vvell, because insomnia associated with 
anxiety or compulsive behavior disorders may be alleviated. 

Raudixoid differs fundamentally from the barbiturates but is recom- 
mended in a wide variety of conditions for which the barbiturates are 
commonly used: 

• Psychoses, to ruake the patient calmer and more manageable. 

• Psychoneuroses, to help relieve anxiety reactions and abnormal inhibí- 
tions, and to diminish obsessive and compulsive behavior. 

• Other behavior disorders, as a tranquilizing agent for the tense and 
anxious patient. 

Raudixoid is not recommended in hipertensión. Adequate hypotensive 
doses may-produce excessive sedation. 

0.1 mg. tablets, bottles of 50 
0.5 mg. tablets, bottles of 25 
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Pentresamide Tablets combine the 
three most soluble, least toxic systemic 
sulfonamides with potassium penicillin 
G. This triple sulfonamide + penicillin 
oral preparation has (1) a wide antibac¬ 
terial range, (2) synergistic action, (3) 
convenient dosage form. The dangers oí 
bacterial resistance and renal toxicity 
are greatly reduced with Pentresamide. 


Pentresamide is highly eft'ective 
against susceptible infections. Even one 
dose has produced striking therapeutic 
results in pneumonía 1 . 

The ease of oral administraron makes 
Pentresamide especially suitable for 
children. 

Rx. Pentresamide is supplied ¡n hottles of 
20 and 60 tablets. Dosage schedule on request. 
1. Volmer, H., et al., New York State J. Med.50:2293,1950. 


TRIPLE SULFONAMIDES WITH PENICILLIN 

PENTRESAMIDE 


Two convenient prescription forms: 



7 í00 / • PENTRESAMIDE • /( 2.50' 


100,000 units Potassium penicillin G 250,000 units 


0.1 Gm. Sulfamerazine 0.1 Gm. 

0.2 Gm. Sulfadiazine 0.2 Gm. 

0.2 Gm. Sulfamethazine 0.2 Gm. 



contení 

per 

tablet 












ABBOTT LABORATORIES PUERTO RICO INC. 

Cayey St., Comer William Jones • Santurce 


EARLIER BLOOD LEVEIS WITH 

^ tab ERYTHROCIN 

TRADE MARK 




• Disintegrates faster than enteric coating 

• High blood concentrations within 2 hours 


Faster Drug Absorption 

Erythrocin, Abbott’s erythromycin now 
supplied as a buffered stearate salt, is protected 
against gastric juices without an enteric coating. 
There is no delayed action. The new tissue- 
thin Filmtab coating (marketed only by Abbott) 
starts to disintegrate within 30 seconds after 
your patient swallows it—the antibiotic is 
available for immediate absorption. Your 
patient gets high blood levels of Erythrocin in 
less than two hours. 


Low toxicity 

Erythrocin is less likely to alter the normal in¬ 
testinal flora than most other widely used anti- 
biotics. No serious side effects have been 
reported. Erythrocin is supplied in 0.1-Gm. 
tablets in bottles of 12 and 25. In 0.2-Gm. tablets 
in bottles of 12. 
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Acetazolamida LEDERLE 

Un nuevo diurético oral . . . 

No es mercurial ni derivado de xantina 

El DIAMOX, ampliamente probado y comprobado ya 
en clínicas y laboratorios, es un nuevo producto que 
se indica para el régimen del edema de pacientes cardíacos 

Administrado todas las mañanas, redunda en una 

copiosa diuresis que dura de 6 a 12 horas 

(sin interrumpir el descanso nocturno del paciente). 

El DIAMOX no es un irritante gastrointestinal ni renal. 

El DIAMOX no produce efecto tóxico cumulativo, 
ni cuando se lo administra, como se 
recomienda, durante un período indefinido. 

Viene en tabletas ranuradas de 250mg para uso oral 


... un timbre de honor 


•Marca registrado 


LEDERLE LABORATORIES DIVISION 

CYANAMID INTER-AMERICAN CORPORATION 

49 WEST 49TH STREET, NEW YORK 20, N. Y. 
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ISONIAZID BY THE INTRATHECAL ROUTE IN THE 
THERAPY OF TUBERCULOUS MENINGITIS 

JOSE E. S1FONTES, M.D.<~>* 

CARMEN L. BERIO, M.D.* 

KATHERINE R. RIVERA. M.D.* 

JULIETA GRANA, M.D.y- 

This study was undertaken i 11 order to determine the use- 
fulness oí isoniazid by the intrathecal route in 1 atients with tu¬ 
berculous meningitis. Our aims were to determine (1) the dosage 
and manner oí using it: (2) toxic reactions; (3) efíectiveness. 

We believe that we have learned, roughly, how to use the 
drug by the intrathecal route and that toxic reactions, ií any, 
are minimal. We still have to learn how effective is this form 
oí therapy. Many authorities 1 believe intrathecal therapy is no 
longer necessary in tuberculous meningitis. We believe this is 
true in most cases, but we are not certain that therapy by th? 
intrathecal route should be completely discarded. 

MATERIAL AND METHODS 

Preparation of Isoniazid: 

Lyophilized isoniazid was supplied by courtesy of Panray Cor¬ 
poration. It was diluted to make a 2% solution by adding 50 mi. 
of sterile physiological saline solution to a 1 gram vial of lyophi¬ 
lized isoniazid. 

Storage: 

The solution of isoniazid may be stored at room temperature 
where it remains stable for months. 


From the Department of Pediatrics of the Sanatorio Alejandro Ruiz Soler-v-, 
Bayamón District Hospital,»!» San Juan City Hospital* and the School of Med¬ 
icine of the University of Puerto Rico. This study was aided by grants from 
the Committee on Medical Research of the American Trudeau Society, Medical 
Section of the National Tuberculosis Association. 


1 








2 Bol. Asoc. Med. le P. R. 


Enero, 1955 


Dosage and mode of administration: 

A dosage of 10 mg. was used at first; later it was increased 
to 20 mg. injected by the intrathecal route, once daily in the lum¬ 
bar región. Doses of 10 mg. have been injected in the cistern 
without ill effects. The doses were not calculated on a body weight 
or age basis; instead, an attempt was made to administer the 
highest dose compatible with safety. Italian authors have ad- 
ministered isoniazid intrathecally in doses of 1.5 mg/kg for in- 
fants and 1 mg/kg for children. 2 

Our first group of patients received the 2% isoniazid solu- 
tion, 0.5 to lml., diluted in 5 mi. of N saline or cerebrospinal fluid; 
however as we became more familiar with the drug we discovered 
that it could be administered as the 2% solution without further 
dilution. In this way it has been invariably well tolerated. 


Selection of Patients: 

The patients were chosen from a group of children with tu¬ 
berculous meningitis admitted to the Bayamón District Hospital, 
the San Juan City Hospital and the Sanatorio Alejandro Ruiz 
Soler. At first it was administered only to patients who were 
running a downhill course despite our usual fcrms of therapy, in- 
cluding isoniazid orally 7-10 mg/kg, streptomycin intramuscularly 
1 gm. daily and often streptomycin by the intrathecal route 50 
to 100 mg. daily. Our routine has been reported previously. ;{ 
When we became convinced that isoniazid by the intrathecal route 
was harmless we began to administer it to less sericusly ill patients 
and later, instead of streptomycin, by the intrathecal route. Now 
we have abandoned streptomycin by this route because we have 
observed that 50% of the patients, who receive streptomycin in- 
to subarachnoid space, become deaf. 

The diagnosis of tuberculous meningitis in these patients 
was based on the following criteria: (1) physical findings typical 
cf tuberculous meningitis; (2) positive tuberculin reaction; (3) ab¬ 
normal spinal fluid consisting of low glucose, high proteins and in¬ 
creased cells, mainly lymphocytes; (4) evidence of tuberculosis in 
the chest x-ray. The presence of acid fast bacilli in the cerebrospinal 
fluid was not considered essential to make a diagnosis of tubercu¬ 
lous meningitis and therapy was administered regardless of ne- 
gative bacteriological reports. The severity of the tuberculous 
meningitis has been graded as first stage (early) ; second stage 
(moderately advanced), and third stage (late). 4 All the surviving 
patients have been followed until October, 1954, and all had nor¬ 
mal cerebrospinal fluid before or at the completion of 1 year of 
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chemotherapy. All graphs do not show this return of the cere- 
brospinal fluid to normal because of lack of space. 

CASE REPORTS 

The following case reports illustrate how the drug is tole- 
rated, its effects upon the cerebrospinal fluid chemistry and cyto- 
lcgy and the clinical course of the patient. 


Case n/oiMG 




Case #1, (M. G.), Fig. 1 

This 11 month-old male infant was admitted to the Sanatorio 
Alejandro Ruiz Soler on February 13, 1953, with primary pul- 
monary tuberculosis. On April 22, 1953, he developecl early tu- 
berculous meningitis without neurologieal signs, but with acid fast 
bacilli in the cerebrospinal fluid. On April 23, 1953, therapy for 
tuberculous meningitis was started. Daily intrathecal isoniazid 
10 mg, intramuscular streptomycin, oral PAS, and isoniazid were 
started immediately. On the second week of treatment, intra- 
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thecal streptomycin was added in doses of 50 mg. daiiy. During 
this therapy the patient lapsed into second stage meningitis and 
became deaf and blind. Intrathecal streptomycin was discontmued 
on June 11, 1953; at the same time, intrathecal isoniazid was in- 
creased to 20 mg. daily and continued until June 23, 1953, when 
the return of cerebrospinal fluid glucose to normal permitted dis- 
continuing intrathecal therapy. Gradual regression of cerebros¬ 
pinal fluid abnormal findings has been observed. The electro- 
encephalogram which was very abnormal during the acute stage 
is returning to a more normal pattern. The patient has recover- 
ed from deafness and blindness, and appears cheerful. 
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Fig. 2 


Case #2, (M. R.), Fig. 2 

This 6 year-old girl was admitted to Fajardo District Hospital, 
Fajardo, Puerto Rico on September 23, 1952, with moderately ad- 
vanced tuberculous meningitis. She was treated with streptomycin 
intramuscularly and intrathecally and PAS orally; improved and 
was discharged on January 19, 1953. 
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On February 25, 1953, she was readmitted with a relapse 
of the tuberculous meningitis. This time she was treated with 
streptomycin intramuscularly and intrathecally and PAS and iso- 
niazid orally. She improved slowly and intrathecal therapy was 
discontinued on May 4, 1953. She was transferred to our Hospital 
on June 24, 1953. At this time she was deaf, but had no other 
neurological signs except ataxia. Therapy with streptomycin in- 
tramuscularly, isoniazid orally and PAS was continued. In spite 
of this she began to lose weight and her cerebrospinal fluid be- 
came very abnormal with very low glucose and high protein. On 
August 4, 1953, daily therapy with isoniazid by the intrathecal 
route, 20 ing. daily, was started. No toxic reactions were observed. 
There was improvement in the general condition of the patient. 
On October 28, 1953, intrathecal therapy was discontinued. The 
patient is well except for deaíness. 


CASE fJO.3 CCR 
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Case #3, (C. G. R.), Fig. 3 


A 2 year-old male was admitted on November 26, 1952, to 
Bayamón District Hospital, Bayamón, Puerto Rico with second 
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stage tuberculous meningitis. Routine therapy of tuberculous me¬ 
ningitis was started on November 28, 1952. During therapy he 
developed gross tremors, bscame more spastic, irritable, deaí and 
blind. Cerebrospinal fluid gluccse valúes were persistently low. On 
December 19, 1952, while the patient was still receiving intrathecal 
streptomycin, therapy with isoniazid by the intrathecal route was 
added in doses of 10 mg. daily. No toxic effects were observed. The 
intrathecal isoniazid and intrathecal streptomycin were disconti- 
nued on February 2, 1953, when a slight improvement began to oc- 
cur and the cerebrospinal fluid glucose valúes began to rise. 

In May, 1953, striking changes in the general condition of 
the patient were observed. The patient could see, hear, was nol 
irritable, and began to talk. This improvement together with 
weight gain and normal temperature has persisted. 


CASE NO« CMO 





i n IVH I 

Fig. 4 


Case #4, (C. H. D.) Fig 4 

A 9 year-old male was admitted on November 13, 1952, to 
Bayamón District Hospital, Bayamón, Puerto Rico with third stage 
tuberculous meningitis. Routine therapy of tuberculous meningitis 
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was started the following day. The patient continued to be in a 
semicomatous stage with spasticity of the extremities gradually 
increasing. The cerebrospinal fluid glucose was persistently low. 
On January 5, 1953, while still receiving intrathecal streptomvcin, 
therapy with isoniazid 10 mg. daily by the intrathecal route was 
started. No toxic effects were noted. On February 2, 1953, be- 
cause the cerebrospinal fluid glucose was increasing the intrathecal 
therapy with streptomycin and isoniazid was discontinued. 

In March, 1953, a marked improvement in the general con- 
dition of the patient was noted; he coulcl sit up, could hear loud 
voice (he had a mastoidectomy before present illness) and talked. 
Vision was normal. He still had a flexión contracture of the right 
knee which disappeared almost completely four months later. At 
present he is doing well except for partial deafness. 


(ASÍ NO S J4. 
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Fig. 5 

Case #5, (J.A.P.), Fig 5 

A 2 year and 5 month-old male was admittecl to Bayamón D:s- 
trict Hospital, Bayamón, P. R. on November 23, 1952, with second 
stage tuberculous meningitis. Routine therapy of tuberculous 
meningitis was started on the day of admission, No improvement 
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was noted; the patient was stuporous, had spasticity of the extre- 
mities, and convergent strabismus. On December 19, 1952, intra- 
thecal streptomycin was discontinued because of increasing cere- 
brospinal fluid glucose valúes. On January 7, 1953, he had a re- 
crudescence of the disease, manifested by increasing meningeal 
signs and more abnormal cerebrospinal fluid. On January 10, 1953, 
therapy with intrathecal isoniazid 10 mg. daily was begun. No 
toxic effects were noted. After January 29, 1953, definite improve- 
ment was noted. Nuchal rigidity had disappeared and the cerebro¬ 
spinal fluid was less abnormal. The intrathecal isoniazid was dis- 
contínued on February 2, 1953. He continued to improve and at 
present is doing well except for moderóte weakness of the lower 
extremities. 
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Fig. 6 

Case #6, (M. M. V.), Fig 6 

An 18 month-old female was admitted to Bayamón Uistrict 
Hospital, Bayamón, Puerto Rico on May 18, 1953, with second 
stage tuberculous meningitis. Routine therapy for tuberculous 
meningitis was started on the day of admission. Next day therapy 
with intrathecal isoniazid was started together with the intra- 
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thecal streptomycin. The first dcse oí intrathecal isoniazid was 
100 mg. oí the 2% solution by a mistake; but thereafter only 10 
mg. was administered daily. Neither dose produced any toxic 
reaction. The patient showed a modérate initial improvement, be- 
came more alert and the papilledema noted on admission disap- 
peared. However, the patient was deaf, mute, blind, irritable. The 
intrathecal isoniazid was discontinued on June 21, 1953, and the 
intrathecal streptomycin on June 30, 1953. The general condition 
remained stationary until August, 1953, when the patient was no 
Icnger irritable and began to hear and talk. In September, 1953, 
the improvement continued and the patient began to see again. 
At this time she was discharged to complete treatment at home. 
At present she is doing well except for recurrence oí deafness 
on the seventh month oí therapy, one month after streptomycin 
by the intramuscular route was discontinued, 

ÉAS£ NO 7 fie. 
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Case #7, (R. C. R.), Fig. 7 

A 24 month-old male was admitted to Bayamón District 
Hospital, Bayamón, Puerto Rico on May 16, 1953, with a gastro¬ 
enteritis. On June 5, 1953, a miliary tuberculosis was discovered. 
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Therapy with streptomycin by the intramuscular route accom- 
panied by oral isoniazid 10 mg/kg of body weight was immediatel.y 
started. Cerebrospinal fluid chemistry suggested a tuberculous 
meningitis; however, a diagnosis of first stage tuberculous me- 
ningitis was not made until June 13, 1953, when accurate cell 
counts were obtained. At this time therapy with intrathecal iso¬ 
niazid 20 mg. daily was started. No toxic reactions were observed. 
On June 21, 1953, intrathecal isoniazid was discontinued. The pa- 
tient has continued to improve and except for slight drowsiness 
there have been no abnormal neurological signs. 




Case #8, (R. P.) Fig 8 

An 8 year-old female was admitted to Bayamón District 
Hospital, Bayamón, Puerto Rico on July 2, 1953, with second stage 
tuberculous meningitis. The following day therapy with isoniazid 
orally and streptomycin by the intramuscular route was started. 
She became stuporous, had spiking fever, and developed increasing 
neurological signs (positive Brudzinski and Kerning which had 
not been noted previously). On July 7, 1953, therapy with in¬ 
trathecal isoniazid, 20 mg. daily was started. No intrathecal strep¬ 
tomycin was administered. A remarkable improvement took place; 
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within a 13 day period, she began to eat spontaneously and neu- 
rological signs disappeared except for slight nuchal rigidity. In- 
trathecal isoniazid was discontinued aíter 40 days of treatment. 
The patient has no sequelae and is well. 

CA^f NO'9 ftH. 



Fig. 9 


Case #9, (R. M.), Fig 9 

A 3 year-old boy was admitted to San Juan City Hospital, 
San Juan, Puerto Rico on April 23, 1953, with second stage tu- 
berculous meningitis. Therapy for tuberculous meningitis was 
started on the day of admission, including streptomycin by the 
intrathecal route 100 mg. daily. At this time acid fast bacilli 
were cultured from the cerebrospinal fluid. On the 3rd. day of 
therapy the patient’s condition was worse: he lapsed into third 
stage of tuberculous meningitis and the cerebrospinal fluid was 
more abnormal. On April 27, 1953, the dose of streptomycin was 
decreased to 50 mg. daily and intrathecal isoniazid 10 mg. daily was 
added. Two days later he was more alert and responsive. No toxic 
effects due to the intrathecal isoniazid were observed. By May 
8, 1953, the spasticity was not present and steady improvement 
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was noted. On June 23, 1953 intrathecal therapy with isoniazid 
and streptomycin was discontinued in spite of which improvement 
has been steady. The patient has no sequelae and is doing well. 


CASE wo 10 es. 
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Case #10, (F. S.), Fig. 10 

A 4 year-old boy was admitted to San Juan City Hospital, San 
Juan, Puerto Rico on October 27, 1952, with late stage tubercu- 
lous meningitis. Therapy with streptomycin, isoniazid and PAS 
orally and intrathecal streptomycin was started on October 27, 
1952. After 40 days of intrathecal streptomycin no improvement 
was noted. No signs of spinal block were present. The patient 
was spastic, unconscious and deaf. Streptomycin by the intra¬ 
thecal route was discontinued and therapy with intrathecal iso¬ 
niazid was started on December 16, 1952, 10 mg. daily. No toxic 
effects were observed. Six days later the patient became alert and 
conscious. Spasticity began to decrease and improvement was 
steady. Isoniazid by the intrathecal route was discontinued on 
January 13, 1953. At present the patient is doing well except for 
deafness and mental retardation. 
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Case #11, (R. A.), Fig. 11 

A 1 year-old boy was admitted to San Juan City Hospital, 
San Juan, Puerto Rico on March 30, 1953, with late tuberculous 
meningitis. Therapy for tuberculous meningitis with intramus¬ 
cular and intrathecal streptomycin, oral PAS, and isoniazid was 
started on March 31, 1953. No improvement was noted. On April 
21, 1953, therapy with intrathecal isoniazid, 10 mg. claily, was 
started. Six days later a modérate improvement was noted. On 
May 21, 1953, the intrathecal therapy was discontinued. At this 
time the general condition had not improvecl although the cere- 
brospinal fluid findings were stabilized. Because oí stationary 
conditions, intrathecal isoniazid was started on May 27, 1953, and 
intrathecal streptomycin was added on June 13, 1953. There was 
no íurther change and all intrathecal medication was discontinued 
on June 23, 1953. On June 29, 1953 the patient became worse and 
developed signs of bacteremia and urinary retention. He did not 
improve despite therapy with all available antibiotics including 
penicillin, sulfadiazine, oxytetracycline, and chloramphenicol. On 
July 25, 1953, the patient died. Autopsy was not performed. 
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case ho 12 ns 



Fig. 12 


Case #12, (N. S.), Fig. 12 

A 2 4/12 year-old girl was admitted to San Juan City Hos¬ 
pital, San Juan, Puerto Rico on April 23, 1953, with moderately 
advanced tuberculous meningitis. Routine therapy for tuberculous 
meningitis was started on the day of admission including 50 mg. 
of streptomycin daily by the intrathecal route. The patient did 
not improve. 

On April 29, 1953, therapy by the intrathecal route with iso- 
niazid 10 mg. daily was added. No toxic effects related to intra¬ 
thecal isoniazid were noted. O 11 June 20, 1953, streptomycin intra- 
thecally was increased to 100 mg. daily. On June 23, 1953, all in¬ 
trathecal therapy was discontinued because the cerebrospinal fluid 
was returning to normal. However, the patient became worse, had 
írequent convulsions and died on June 30, 1953. Autopsy was not 
performed. 
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RESULTS 

From the effects observed in these patients the following 
general statements can be made: 

Effect upon the cell count of the cerebrospinal fluid 

Although in some instances an increase in polymorphonuclear 
cells in the cerebrospinal fluid has been observed, the rule is that 
no remarkable change occurs unless streptomycin is administered 
simultaneously by the intrathecal route. 

Effect upon the cerebrospinal fluid proteins 

Usually a modérate transient increase in the protein is ob¬ 
served. 

Effect upon the cerebrospinal fluid glucose 

No rapid change in the cerebrospinal fluid glucose occurs coin- 
ciding with the improvement in the general condition of the patient. 

Effect upon the tuberculous meningitis 

Most of the patients improve slowly without showing the 
toxic reactions seen with intrathecal streptomycin such as loss oí' 
deep tendons reflexes, fever, irregularity of respiration and con- 
vulsions. 

No immediate dramatic results have been observed in the cli- 
nical condition of the patients: however, in some patients whose 
clinical course was stationary or downhill a gradual but remark¬ 
able improvement cccurred. We do not know if this improvement 
might have occurred if isoniazid had not been administered by 
the intrathecal route. In order to evalúate this form of therapy 
more accurately we have begun a controlled study of three groups 
using: (1) No intrathecal therapy; (2) isoniazid by the intrathecal 
route; (3) isoniazid and streptomycin combined by the intrathecal 
route. 

Our observations may be summarized as follows: 

Twelve children suffering from tuberculous meningitis were 
treated with isoniazid by the intrathecal route. Seven (cases 1, 3, 
4, 6, 9, 11, 12) received streptomycin and isoniazid simultaneously 
by the intrathecal route. Five (cases 2, 5, 7, 8, 10) received the 
isoniazid alone or following a course of streptomycin. 

The ages of the patients ranged between 11 months and 9 


16 B5l. Asoc. Med. de P. R. 


Enero, 1955 


years. Two had early tuberculous meningitis, seven were mode- 
rately advanced and three had late meningitis. 

Ten patients have survived for more than 14 months and 
are doing well, including two who recovered completely from deaf- 
ness and blindness. 

Isoniazid by the intrathecal route did not alter the clinical 
ecurse of five patients; (cases 1, 6, 7, 11, 12). Two of these died 
and three showed improvement not related to this therapy. In 
the other seven its use coincided with the improvement noted. 

No toxic effects due to intrathecal isoniazid were encountered 
even when 100 mg. was administered in one dose. 

DISCUStílüN 

The results of therapy of tuberculous meningitis have im- 
prcved considerably during recent years and specially during the 
last two years when isoniazid became available. 

In spite of these great advances we are often faced with pa¬ 
tients suffering from tuberculous meningitis in whom the usual 
modes of therapy using streptomycin by the intramuscular route, 
isoniazid orally, and PAS orally fail to produce the desired results. 

For this reason the administration of isoniazid into the sub- 
arachnoid space has been attempted hoping that the superior re¬ 
sults obtained with intrathecal streptomycin, before isoniazid was 
available, may be reproduced or improved upon by using intra¬ 
thecal isoniazid. 

The earliest repcrts of isoniazid by the intrathecal route carne 
from Italy 2 where the drug was administered intrathecally to 
dogs and was found to be non toxic; human experiments followed 
immediately: a slight increase in proteins and cells in the spinal 
fluid was noted in these cases. There were no serious toxic reac- 
tions and no neurolcgical sequelae following the administration 
of isoniazid intrathecally. 

Shcrtly afterwards, a report from Spain 5 indicated that 
isoniazid when used by the intrathecal route in doses of 20 to 30 
mg. “appeared to be a good substitute for streptomycin intra¬ 
thecally”. In a series of 82 cases no toxic manifestations were 
observed with isoniazid. In this report it is not possible to as- 
certain whether the good results reported could just as well have 
been obtained with the oral isoniazid which was being administered 
at the same time. The mortality rate was only 7.3% in patients 
treated for 15 days or longer. Obviously this follow up is too short. 

Another report from Uruguay' 1 emphasized the lack of toxicity 
of isoniazid administered by the intrathecal route. Doses up to 
100 mg. were administered intrathecally without toxic manifest. 
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ations. Ten patients were treated with intrathecal isoniazid in 
addition to systemic therapy and 8 survived for periods of 1 to 
8 months. 

Another report from Germany 7 concerns 8 patients treated 
with massive doses of oral isoniazid — up to 1000 mg. in addition 
to intrathecal isoniazid 25 mg. daily for 2 to 3 weeks. All the 
patients survived; however, follow up is too short to make final 
conclusions. No toxic effects were noted except for a rise in cells 
in the cerebrospinal fluid. 

In our group of cases certain íacts stand out: (1) isoniazid is 
harmless when administered by the intrathecal route. It is pro- 
bably beneficia! in two ways: (a) increasing its concentration in 
the cerebrospinal fluid, places more of it in direct contact with 
the tuberculous exúdate, (b) the daily drainage of cerebrospinal 
fluid decreases the intracranial hypertension; (2) The fact that 
improvement in patients whose course was stationary or down- 
hill coincided with the administration of intrathecal isoniazid sug- 
gests that this form of therapy should be attempted in all such 
cases. The main argument against this contention is that iso¬ 
niazid passes easily through the blood cerebrospinal fluid barrier. 
Even in cases of spinal or basal block, isoniazid may be detected 
in adequate concentrations in the various portions of the subarach- 
noid space. This is shown in table I of patient G. S., a 9 month 
infant who had spinal block due to tuberculous meningitis, on 
whom we have reported previously. 8 Concentrations of 1 micro- 
gram per mi. were obtained in all portions of the subarachnoid 
space. A concentration of .034 micrograms/ml. is considered ad¬ 
equate to inhibit growth of the H. 37 RV strain. In a report from 
Spain 9 a thorough investigaron of the blood and cerebrospinal fluid 
levels of isoniazid was made in 15 cases. In two patients valúes 
of 0 were obtained despite doses of 500 mg. and 900 mg. of iso¬ 
niazid given orally to 56 kg. individuáis. In all other cases adequate 
levels were obtained. The authors conclude that intrathecal isoni¬ 
azid is not necessary, ever, and discard these results of 0. They men- 
tion that Ramos and co-wcrkers recommend intrathecal isoniazid 
in seriously ill or stationary cases. We have done this in several 
cases with the results that are being reported in this article. It 
might be postulated that isoniazid sometimes fails to appear in 
the cerebrospinal fluid in the same manner that a decrease in the 
passage of glucose from the blood into the cerebrospinal fluid oc- 
curs 10 in most cases of tuberculous meningitis. Such patients 
would certainly benefit from intrathecal therapy and should not 
te penalized by an inflexible no-intrathecal-therapy rule. Ideally, 
rcutine cerebrospinal fluid levels of isoniazid should be made in 
all cases in crder to determine the need for intrathecal therapy. 
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A simple method to determine isoniazid valúes would therefore be 
highly desirable. 


table i 


Región 

Time after oral INH 

4 mg/kg. 

CSF valúes of 
INH in Mcgm/ml. 

Ventricular 

9 hrs. 

1.39 

Cisternal 

9 hrs. 

1.23 

Lumbar 

9 hrs. 

1.35 


ISONIAZID LEVEL0 in the ventricular, cisternal and lumbar regions 
in a patient with tuberculous meningitis, spinal block and hydrocephalus. 


SUMMARY AND CONCLUSIONS 

1. Isoniazid has been administered by the intrathecal route to 
twelve patients with tuberculous meningitis. 

2. It was well tolerated by all patients and appeared to be of 
beneíit in 7 cases. 

3. More cases and a ccntrolled study are needed in order to con- 
firm these preliminary findings. 


SUMARIO Y CONCLUSIONES' 

1. Se usó isoniacida por vía intrarraquídea en 12 enfermos con 
meningitis tuberculosa. 

2. Fue bien tolerada y ha dejado una impresión favorable en sus 
resultados clínicos en 7 enfermes. 

3. Un aporte casuístico de mayor volumen (con casos testigos) 
es necesario para confirmar nuestras impresiones iniciales. 
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NON-TRAUMATIC ACUTE PERFORATION OF THE COMMON 
HEPATIC AND COMMON BILE DUCTS 


RAMON J. SIFRE, M.D. 

RAMON A. SIFRE, M.D. 

A. S. CASANOVA DIAZ, M.D. 

Santurce, P. R. 

Acute perforation of the common hepatic and common bile 
ducts is such a rare occurrence that few practitioners ever have 
the experience of dealing with one of these cases. On the other 
hand the seriousness of this condition is such, the mortality so 
high, that we believe a proper review of the literature up to the 
present should be made, adding two new cases that have come to 
our attention, with the view of searching for guides to the ear- 
liest possible recognition of this complication and the best way 
to treat it. 

Although it is not the object of our discussion, we desire to 
mention that non surgical traumatic rupture of the common hepatic 
and common bile ducts has also been encountered rarely, mainly 
in children and young adults and that this catastrophe if duly re- 
cognized has been handled more successfully since the diagnosis is 
mere evident and barring additional serious trauma, it (loes not 
present the complicated biliary pathology encountered in the non- 
traumatic cases. 

Since the clinical features are about the same whether the 
rupture occurs in the common bile duct, in the common hepatic 
or in the stump of the cystic duct, we have decided to consider 
all of them together. Some of the reported cases do not give the 
exact location of the rupture; in others the diagnosis is presump- 
tive. Moreover, the frequent anatomical variations in the point of 
junction of the cystic and common hepatic ducts and the fact 
that the cystic duct may even join the duodenum separately, the 
distortions brought about by previous surgical interventions and 
inflammatory reactions add to the difficulties and confusión in 
localizing the exact point of perforation. 

In spite of the rarity of this condition, the literature on the 
subject is fairly voluminous and time limitations do not permit 
us to enter into it in detail. We just want to mention that already 
in 1799 Wainwright reported a case of rupture of the hepatic duct 
and in 1806 Fizeau published a case of rupture of the choledochus 
with bile peritonitis. These were followed by Freelands paper in 
1882 and various other contributions down to the present including 
the often quoted report of McWilliams (1912). 
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A brief resume of two cases coming under our observation 
follows: 

Case No. I— M. V. M., female, 8 V 2 months pregnant admitted 
to the O. B. Department of San Juan City Hospital, March 20, 
1953, because of a dull aching pain in epigastrium and RUQ of 
three days duration. Constipated for four days. Since eight years 
oíd had suffered belching and bloating with RUQ discomfort after 
íatty food ingestión. Had painless icterus after delivery of second 
child 5 years previously and had suffered RUQ pain on the sixth 
month of the same pregnancy. Temp. was 100.4 9 F. There was 
marked generalized tenderness, more noticeable in the RUQ and 
rebound tenderness referred to the latter región. W.B.C. count was 
13,650 of which 95 c /< were neutrophiles. Uriñe gave a positive re- 
action for urobilinogen. A diagnosis of acute cholecystitis was 
made and since the pain appeared to subside, was treated with anti- 
biotics and Wangensteen suction. On March 23 delivered sponta- 
neously a living baby, but two days later symptoms recurred with 
marked toxemia and a paralytic ileus. On operation the peritoneal 
cavity was discovered to contain about 3 liters of deeply bile stain- 
ed fluid and thin fibrinopurulent adhesions. There was an anterior 
perforation about 14 inch in diameter just above the cystic duct. 
A T-tube was inserted through the perforation and a drain was 
left in Morrison’s pouch. After an initial stormy convalescence 
the patient recovered and on the 16th. operative day she was dis- 
charged after a cholangiography showed a patent common duct. 
Post operative follow up two weeks later showed the patient had 
continued well. This patient was operated upon by Dr. Gumersin¬ 
do Blanco who kindly gave us permission to use it. 

Case No. II. D. R. B., female, white, 80-years-old, admitted 
to Hospital Mimiya, September 11 , 1954, because of RUQ pain. 
Seven and a half years previously an appendectomy was done in 
Miami for acute appendicitis and V/> years later a piece meal 
cholecystectomy had to be done for a very severe acute gangre- 
nous cholecystitis with cholelithiasis. Remained well til! about 
DA years previous to this last episode when she began to ex- 
perience frequent attacks of high fever with modérate leucocytosis 
and hyperbilirubinemia lasting one to three days. A diagnosis of 
choledocholithiasis was made and operation was repeatedly advised 
which she always refused. Finally, after a period of 9 months free 
frcm these attacks, she suddenly developed a severe persistent 
pain in the RUQ with fever up to 103 Q F, leucocytosis of 15,200 
with 94^ neutrophiles, Sr. bilirubin of 4.25 mgm c f and Sr. amy- 
lase 35 units. She was hospitalized on the third day and with i. v. 
fluids, vitamins, antibiotics and sedation, improved considerably 
the first few hours but on the second day developed a LLQ pain 


22 Bou Asoc. Meo. de P. R. 


Enero, 1955 


which spread throughout the abdomen with distention. Two days 
after admission the serum bilirubin rose to 8.65 mg.%, fell to 5.42 
mg.% and later rose again to 6.9 mg. A preoperative diagnosis 
of common duct rupture with bile peritonitis was made and opera¬ 
ron was decided upon. She was operated by one of us, Dr. A. S. 
Casanova Diaz. On entering the abdomen a large amount of bile 
was found located mainly in the left subphrenic space, left lum¬ 
bar gutter, pelvis and right anterior subphrenic space. The right 
gutter contained no bile due to previous adhesions. Due to the 
very poor condition of the patient further exploration was deem- 
ed unadvisable and a sump drain was placed in the area of the 
foramen of Winslow and another in the left gutter and the ab¬ 
domen was closed. 

Following surgery she improved greatly but leucocytosis and 
hyperbilirubinemia continued. A spiking fever developed which 
by October 4 had reached 103°F. It was our feeling that she had 
an acute suppurative cholangitis secondary to obstruction and since 
she was losing ground a second operation was decided upon. Marked 
omental and peritoneal adhesions were encountered forming a 
solid wall about the liver. After tedious separation the common 
bile duct was found of normal size though somewhat thickened. 
The site of previous perforation appeared to have been in the 
región of the porta hepatis where a bile pigment scar was found 
on the wall of the choledochus. A few small black soft pigment 
granules were present in the common duct with some mud. Small 
dilators passed into the duodenum with some difficulty; larger 
ones could not be passed. A T-tube was placed in the common 
duct and brought out through a stab wound. Following surgery 
Hanger test was 3 plus. Despite blood transfusions, intravenous 
fluids, antibiotics and other vigorous supportive measures, the 
patient’s condition deteriorated rapidly and eleven days after the 
second operation she passed away. Permission for autopsy could 
not be obtained. 

On the basis of our experience and the literature we have 
reviewed we have classified acute perforations of the common bile 
ducts, hepatic duct and cystic stump as follows: 

A. Traumatic 

B. Non traumatic 

1 . Without previous biliary surgery. 

2. After cholecystectomy 

3. After cholecystectomy with choledochostomy. 
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The principal etiological factors may be enumerated as fol- 
lows: 

A. Obstruction 

1. Stone, biliary mud or both. 

2. Fibrotic stenosis of sphincter of Oddi. 

3. Spasm of sphincter of Oddi. 

4. Blockage by mucus plugs, tumors or parasites. 

B. Weakening of wall of common duct. 

1 . Previous choledochotomy. 

2 . Compensatory dilatation after cholecystectomy. 

3. Dilatation secondary to obstruction at lower end. 

4. Ulceration from pressure by calculus. 

5. Calculus impacted in duct wall. 

ü. Thrombosis of wall vessels with localized gangrene. 

7. Repeated attacks of choledochitis. 

8 . Necrotizing action of pancreatic reflux. 

Perhaps as a plausible explanation of the rupture of the com¬ 
mon duct in some cases we want to cali attention to Burden’s paper 
on “Histologic and Pathologic Anatomy of Hepatic, Cystic and 
Common Bile Ducts.” He showed that the extrahepatic bile ducts 
contain numerous glands in their walls which extend almost to the 
peritoneal coat and normally are filled with mucus secretion. In 
a dilated diseased duct an infection of one of these glands or a 
calculus formation may be the cause of weakening and rupture of 
the duct. 

The typical case is usually a female above forty with a long 
history of frequent biliary colics, often accompanied by jaundice, 
fever, nausea and vomiting. In the large majority of instances 
there is a history of previous biliary surgery with cholecystectomy 
and frequently also choledochostomy. The time interval for the 
subsequent perforation has varied from fifty-eight days as in one 
of the cases reported in 1935 by Wolfson and Levine to six years 
as in one of our cases which to our present knowledge is the longest 
interval on record. 

After a variable asymptomatic period there is an acute re- 
currence of pain which suddenly beccme very severe, at times 
excruciating, referred often to the back or even to the lower ab¬ 
domen, depending on the amount of bile escaping into the perito¬ 
neal cavity. The patient as a rule appears severely ill and the 
pain often persists even in spite of fairly large doses of narcotics. 
Nausea and vomiting as in the typical choledochal syndrome is al- 
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most always present. Jaundice is often evident and even in spite 
of rupture may continué to increase for some time as it happened 
in one of our cases in which the serum bilirubin went up from 4.25 
mgm. to 8.65 mgm. per 100 cc. of blood. 

After the frequent initial shock the temperature tends to rise 
to variable levels and the pulse which may be weak and rapid 
in the markedly depressed patient may be relatively slow when 
jaundice is deeper. 

The abdomen is tender, sometimes distended, with fluctuation, 
with some resistance to palpation, occasionally a board-like rigidity. 
In cases in which the escape of bile is localized these findings may 
be limited. Generally, one will find a peritonitis of the RUQ which 
may spread to the rest of the abdomen. However this does not al¬ 
ways hold, for depending on the spread of bile, symptoms may 
initially be more marked in the right or even LLQ as it happened 
in one of our cases where the escaping bile flowed down the left 
gutter, the right gutter being blocked by adhesions from a previous 
appendectomy and an antecedent cholecystectomy. 

At this stage the patient appears very toxic, high leucocytosis 
is usually present. A very typical finding is the absolute absence 
of peristalsis after a short initial period. 

Differential diagnosis is mainly from: 

A. Acute biliary colic. The case is ene who has usually been 
having similar colics and both he and the attending physieian feel 
inclined at first to diagnose it as one of the usual attacks which 
will respond to the measures formerly employed, 

B. Acute pancreatitis. Serum amylase determination-will help 
to exelude this possíbílity. A normal figure if the test is made 
at the onset rules out pancreatitis except in the occásicnal case of 
a markedly necrotic process in which other climcal findings would 
help to make the proper diagnosis. Serum amylase may be elevated 
in any type of peritonitis but the figures are not as high as in a 
comparable case of pancreatitis. 

í ! f . ** " 

y - C. Perforated peptic ulcer is usually accompanied by a pre- 
ceding history of peptic ulcer disease. The abdominal board-like 
rigidity is more usually present and a simple X-Ray,plate will- often 
show a gas bubble under the diaphragm. 

D. Acute perforated appendicitis has been diagnosed pre- 
operatively in a few of the reported cases. Only by a proper analysis 
of the history and physical findings, the differential diagnosis can 
be made in a few of those cases in which the bilíe escaping into 
the RLQ provokes an inílammutory reaetion in this región. 
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Moreover in all doubtful cases we must recur to abdominal 
aspiration for the finding of typical bile or bile salts on one hand, 
or panereatic enzymes on the other are helpful guide a to auhieve 
a corred; diagnosis, i • 4 ' . 


TREATMBNT 

Treatment oí acute perforation of the choledochus is surgicaí. 
The free bile should be removed by aspiration, and the common 
duct explored as soon as the diagnosis of perforation is arrived at. 
The cnly acceptable delay should be that whichsis necessary to pre¬ 
pare the patient for the contemplated surgeryv 

Exploration of the common duct may not be advisable under 
ceríain circumstances. If the patient is in very poor physical con- 
dition and exposure of the common duct is rendered difficult be- 
cause of oíd and recent adhesions, it would be wiser to limit the 
surgical procedure lo simple evacuation of free and loculated bile, 
and insertion of a drain in the región of thé duct.-*- Occarsionally, 
it may also be advisable to drain other areas of loculation. 

If trainage alone is done at the lst intervention, exploration 
of the common duct should be carried out as soon as the condition 

of the patient warrants it. i*.■' *’■ ■ 

At the exploration of the comm’on duct, all etiological factors 
fer the perforation should be lcoked for and eradicated, if possible. 
Stones should be removed, strictures corrected, and a spastic 
sphinctgr dilated (or divided transduodenally). However, if the 
eondítions of the patient duríng the operation becomes too poor, 
it is advisable to back out, leaving a T- tube ín place. The remain** 
ing defects can be corrected at another operation later on after 
the patient is prepared for it. It is much better to have a patient 
with an obstructed commcn duct, drainmg bile through a T- tube, 
than a dead patient with a patent choledochus. The former you 
can correct at a later date; the latter you can only regret. 

In some cases, after the perforation has occurred, the chole¬ 
dochus remains patent and there is no residual major obstruction. 
The perforation may then seal off spontaneously, and the conti- 
nuity of the choledochus is thus restored. No external biliary fís¬ 
tula develops (or if present for a time, closes), and jaundice sub- 
sides completely or may never be present. 

If we could determine beforehand which are these fortúnate 
cases, then ve ro** 1 -! risk a - '" 1 discomforts of a 

a rio us major surgical procedure. We may have the solution to 
Ihis prrbkm in the visualization of the hepatic and common ducts 
with the recently developed radio-opaque substances which can be 
administered intravenously. Then we could forego the common 
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duct exploration in any patient in whom the bile ducts are shown to 
be free of stones and strictures and the flow of the radio-opaque 
substance into the duodenum is free. 

Antibiotics definitely play an important role in the manage- 
ment of these cases. Bile peritonitis at first is purely Chemical, 
but it does not take long to get contaminated, and we can prevent or 
control this by the adequate use of the broad spectrum antibiotics. 
Furthermore, the pulmonary complications which are so frequent 
and dangerous in this type of patient are, as a rule, also controlled 
satisfactorily with the antibiotics. 

Finally, we want to give credit to the advanees in anesthesia 
in the successful management of these cases. As a rule, they are 
older individuáis who do poorly if hypoxia and hypotension are not 
prevented or adequately controlled. 

CONCLUSIONS 

1. Two cases of non-traumatic perforation of the common 
bile duct have been presented. 

2. The longest interval between previous biliary surgery and 
spontaneous perforation has been recorded. 

3. The fact that jaundice may continué to increase in spite 
of perforation has been noted. 

4. Considering that perforation of the choledochus and other 
wellknown complicaticns may result from coledocholithiasis, the 
danger of procrastination in this condition is apparent. 

5. Factors other than common stone which may be responsible 
íor perforation have been discussed. 

6. The importance of surgical intervention at the earliest pos- 
s : ble moment is apparent. 

7. The use of diagnostic abdominal needle aspiration has been 
mentioned. 

8. Differential diagnosis has been discussed. 
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DIVISION DEL CONDUCTO ARTERIOSO* 


J. l. l costas durieux, m.d. 

Ponce, Puerto Rico 

Munro 1 en 1907 fué el primero en sugerir la ligadura del con¬ 
ducto arterioso, también llamado canal arterial. El primer inten¬ 
to de operación lo hicieron Graybiel y Strieder- en 1938. Gross 
y Hubbard 8 informaron la primera ligadura con éxito en 1939. 
Shapiro y Keys 4 coleccionaron 107 casos de conductos no infec¬ 
tados. La operación tuvo éxito en 81 de ellos y nueve murieron 
durante la intervención o poco tiempo después. Desde entonces 
con los adelantos en técnicas y experiencia la mortalidad ha dismi¬ 
nuido enormemente. Gross 5 en 1952 informó 525 casos operados 
con una mortalidad total de 2 ( /<. La mortalidad de los casos que 
sólo tenían síntomas mínimos antes de la operación fué de sola¬ 
mente 0.5%. Potts (i en una serie de 214 casos no tuvo ninguna 
muerte. 

Shapiro y Johnson 7 en 1947 analizaron 525 casos no infecta¬ 
dos los cuales fueron tratados por el método de ligadura por 46 ci¬ 
rujanos distintos encontrando una incidencia de recanalización de 
8 . 7 % • Por ese motivo consideraron la ligadura del canal como an¬ 
ticuada y sólo la recomendaron en casos donde es imposible hacer 
la división. El fracaso de la ligadura lo atribuyeron a lo difícil 
en saber cuál es la tensión óptima que se debe aplicar a las liga¬ 
duras; si muy poca, el canal no se ocluye totalmente; si excesiva, 
la ligadura corta a través. 

Además, no es deseable el dejar grandes cantidades de sutura 
gruesa no absorbible cerca del bronquio y los grandes vasos. Gross 5 
también prefiere la división del conducto teniendo en mente que es 
un principio fundamental de cirugía vascular el dividir una arte¬ 
ria grande para poderla ocluir. 

Pronóstico en los casos no operados 

Cuando un canal arterial permanece abierto el individuo tiene 
una comunicación que es parecida a una fístula arteriovenosa. La 
comunicación puede tolerarse bien siempre y cuando el individuo 
se mantenga libre de infecciones y la comunicación sea suficien¬ 
temente pequeña para no recargar mucho el trabajo del corazón. 
Con estas circunstancias favorables el individuo puede tener una 
larga sobrevida con poca o ninguna incapacidad. Sin embargo es¬ 
tas condiciones ideales sólo se encuentran en raras ocasiones. 

Hay ciertos peligros en los pacientes con un canal abierto: 


* Trabajo presentado en la Asamblea Médica del Distrito Sur el 14 de agosto 
de 1954 en Ponce, Puerto Rico. 
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1. A través del canal puede pasar tanta sangre que haga dis¬ 
minuir la circulación periférica y produzca en el individuo 
un crecimiento retardado. 

2. El corazón puede aumentar su débito tratando de mantener 
la circulación periférica a un nivel satisfactorio y enton¬ 
ces se recarga grandemente. 

3. La infección bacteriana puede asentarse sobre la anormali¬ 
dad siendo el organismo agresor el streptococcus viridans. 
La incidencia de esto es de un 25%. G 

4. Puede ocurrir una dilatación aneurísmica y rotura del ca¬ 
nal. 

Mientras que la presencia del canal en el niño aparenta ser 
un problema inocuo las observaciones a largo plazo han revelado 
con gran frecuencia un desenlace serio. En la serie de Abott 8 la 
quinta parte de los pacientes murieron en la infancia. La edad 
promedio del resto al morir fué de veinticuatro años. Bullock, Jones 
y Dolley 1 ' coleccionaron 30 casos de más de tres años. El 50% mu¬ 
rió antes de los 30 y el 71% antes de los 40. En el 87% la causa 
de muerte fué de origen cardíaca. Chápiro y Keys‘ encontraron 
que la edad promedio al morir era de 30 años en los varones y 35 
en las mujeres. El 40% moría de endocarditis bacteriana y el 30% 
de insuficiencia cardíaca. 

Selección de Pacientes para Operación 

Es generalmente aceptado que se debe operar a todos los ni¬ 
ños afectados que tienen un desarrollo físico retardado.” La insu¬ 
ficiencia cardíaca es también una indicación absoluta. También es 
aceptable la operación en todos los individuos de 30 a 50 años, que 
aunque no muestren evidencias marcadas de insuficiencia cardíaca 
se encuentren fatigosos y tengan que reducir su actividad física. 

Los pacientes que tienen endocarditis deben ser operados. Hay 
que recordar que cuando la infección cede, muchas veces ellos 
permanecen como inválidos cardíacos debido a la cicatrización que 
ocurre en el miocardio. En esos casos es imperativo el reducir la 
carga mecánica sobre el corazón por medio del cierre del canal 
arterial. Los pacientes infectados deben ser sometidos a trata¬ 
miento intenso con antibióticos por un período de tiempo adecua¬ 
do; de ser imposible esterilizar la sangre por sólo este método, de¬ 
be hacerse la operación en el período activo. En 1940 Touroff y 
Vessel 10 demostraron de una forma dramática que esta infección 
puede curarse en un 75% de los casos con la oclusión del conduc¬ 
to. Si es posible esterilizar la sangre con drogas solamente, la ope¬ 
ración puede posponerse. 

Después de considerar las categorías anteriores todavía que¬ 
da un gran número de pacientes, particularmente en la infancia, 
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que no tienen sintomatología alguna y que frecuentemente nos 
colocan en la obligación de decidir si la operación debe o no hacerse. 
La contestación a esto depende de la capacidad del cirujano de lle¬ 
var a cabo el cierre completo del ductus con una mortalidad míni¬ 
ma. ¿Por qué correr el riesgo de la insuficiencia cardíaca o de la 
endocarditis bacteriana cuando pueden prevenirse ambas con la 
operación? Además hay que tener en cuenta que las operaciones 
del canal arterial se hacen con mayor facilidad en los más jóvenes. 
El adulto presenta más dificultades porque los vasos son más rí¬ 
gidos y la reserva cardíaca menor. 

TECNICA DE LA OPERACION 

Con el paciente en decúbito lateral derecho hacemos una tora- 
cotomía posterolateral izquierda. Entramos al hemitórax izquier¬ 
do a través del cuarto espacio intercostal sin seccionar costilla al¬ 
guna. Retraemos el pulmón hacia abajo y dividimos la pleura 
mediastínica longitudinalmente entre el frénico y el vago. Proce¬ 
demos a hacer la disección en esta región logrando identificar el 
canal arterial. Limpiamos la extremidad aórtica del canal. La 
extremidad pulmonar del canal la disecamos después de abrir el pe¬ 
ricardio, lo cual hacemos rutinariamente. De este modo podemos 
limpiar el conducto en su totalidad y separar el recurrente sin le¬ 
sionarlo. Colocamos entonces dos pinzas de ductus de Potts 11 o las 
modificadas por Glover, y entonces suturamos ambos muñones con 
seda arterial 4-0. Dejamos el pericardio parcialmente abierto y 
cerramos el mediastino. Cerramos el tórax con drenaje bajo agua. 



Fig. 1 Fig. 2 

Fig. 1. Se ha abierto la pleura longitudinalmente entre el nervio 
frénico y el vago. 

Fig. 2. Se ha hecho la disección del canal arterial. Se ha pasado una cinta 
alrededor y se ha colocado una pinza. 
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Fig. 3 Fig. 4 

Fig. 3. Se han colocado dos pinzas de Potts, se ha dividido el conducto y 
se han suturado los rntiñones^ 

Fig. 4. Vistas de frente y de lado de las pinzas de Potts. 

PRESENTACION DE CASOS 

Caso 1 - J.L.R. Hombre de color de 35 años, admitido al Hos¬ 
pital de Damas el 10 de agosto de 1953. Dió la historia de haber 
tenido dispnea cuando niño. Como adulto siempre se había sentido 
bien. El examen físico reveló un frémito sobre el precordio. Ha¬ 
bía un soplo continuo del tipo llamado de maquinaria que podía 
oírse sobre todo el lado izquierdo y con más intensidad en el se¬ 
gundo espacio intercostal izquierdo. El soplo se transmitía hacia 
arriba y a la izquierda. La presión arterial era de 140/80. En las 
radiografías aparecía un marcado aumento en el cono pulmonar. 
La radioscopia mostraba la típica danza hiliar. Hicimos el diag¬ 
nóstico de conducto arterioso. El 17 de agosto de 1953 hicimos 
una toracotomía izquierda y confirmamos el diagnóstico. Hici¬ 
mos una división y sutura del conducto. El paciente toleró la in¬ 
tervención bien. El post-operatorio se complicó con abundantes 
secreciones bronquiales, atelectasia de lóbulo medio derecho y un 
pequeño derrame pleural izquierdo. Estas complicaciones se resol¬ 
vieron sin consecuencias serias, el paciente recobró y fué dado de 
alta del hospital el 8 de septiembre de 1953. 

Caso 2. — A. S. Hombre de 21 años fué admitido a la Clínica 
Dr. Pilá el 1ro. de diciembre de 1953 para ser sometido a una ope¬ 
ración para glaucoma crónico. En el examen rutinario se encon¬ 
tró el frémito y el soplo característicos del canal arterial. La pre¬ 
sión arterial era de 128/68. Las radiografías no mostraron la si¬ 
lueta cardíaca típica del conducto. El electrocardiograma mostró 
una leve hipertrofia del ventrículo izquierdo. El 3 de diciembre 
de 1953 hicimos la toracotomía v encontramos un conducto de 1.5 
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Fig. 5 Fig. 6 

Fig. 5. Radiografía del caso núm. 1 preoperatoria demuestra un 
leve aumento del cono pulmonar. 

Fig. 6. Vista postoperatoria del mismo después de dividir el 
conducto arterioso. 


Fig. 7. Vista preoperatoria del caso 2 demuestra un leve aumento 
del cono pulmonar. 

Fig. 8. Radiografía del mismo postoperatoria después de división 
y sutura del conducto. 

Fig 7 Fig. 8 
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cm. de diámetro. Fué tratado éste también por división y sutura. 
El paciente estuvo en perfectas condiciones durante la opera¬ 
ción y tuvo un postoperatorio sin complicaciones. Fué dado de 
alta del hospital el 14 de diciembre de 1953. 


RESUMEN Y CONCLUSIONES 

Hemos hecho una breve historia de la operación, hemos dis¬ 
cutido el pronóstico en los casos no operados y también la selección 
de pacientes para la operación. 

Presentamos nuestra experiencia y la técnica usada. Presen¬ 
tamos nuestras excusas por la casuística limitada pero creemos 
que es de valor porque son las primeras experiencias en nuestro 
medio de división del canal. 

Creemos que la corrección operatoria del conducto arterioso 
no complicado ha llegado a ser una operación extremadamente sa¬ 
tisfactoria. Podemos con toda honradez ofrecer esta operación 
con una oportunidad excelente de sobrevivir a ella y de tener un 
corazón normal después. 
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GUILLAIN-BARRE SYNDROME ; 

PRESENT CONCEPTS AND REPORT OF 14 CASES j 

z' / 

LECTOR F. RODRIGUEZ, M.D.*; ERNESTO C. MARTINEZ. M.D.**; 

/ / 

LUIS R. GUZMAN LOPEZ, M.D.*** 

S':nce the original description of Guillain, Barré and Strohl 1 
in 1916, the clinical entity characterized by an acute polyradiculo- 
neuritis and albuminocytologic dissociation in the cerebrospinal 
fluid has been extensively studied. This syndrome has been vari- 
ously described as infectious neuronitis, acute polyneuritis with 
íac:‘al diplegia, myeloradiculitis, polyradiculitis, neuritis with ál¬ 
bum nocytologic dissociation, and Guillain-Barré syndrome. 

The ever increasing importance of diagnosing this disease in 
daily practice has inspired this communication. Many of our cases 
we:e thought to be poliomyelitis by the reíerring physicians; thus, 
ít :s of paramount valué to examine the clinical manifestations of 
this syndrome so that its correct diagnosis can be made more 
írequently. Guillain-Barré syndrome will nct be missed if it is 
considered whenever an ascending, Progressive, symmetrical para- 
lysis with preponderance of motor involvement over sensory dis- 
turbances, with or without facial diplegia, is encountered. A con¬ 
siderable number of cases present themselves with simultaneous 
involvement of the four extremities, at times with radicular pains 
not to be confused with polyneuritis. An associated hyperalbu- 
minosis in the spinal fluid without a corresponding increase in 
cells will establish the diagnosis. 

MATERIAL 

Fourteen case-records were obtained for statistical studies 
from the files of the Bayamón District Hospital, covering the peri- 
cd from January, 1951 to July, 1954. 

RESULTS 

Age: Of the 14 patients, four were children; ten (71%) were 
adults. The youngest was 2 years oíd, and the oldest 78. The ave- 
rage age in this group was 28.3 years. 

Sex: Eight cases in this group were males and six were 
females. Thus, no sex predominance was evident. 


* Chief Resident in Internal Medicine, Bayamón District Hospital. 

** Chief of Medical Service, Bayamón District Hospital. 

*** Chief of Neurosurgical Service, Bayamón District Hospital. 
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Duration of illness: The average duration of the acute stage 
oí the disease was approximately 8 weeks, the longest being 10 
weeka and the shortest 3 weeks. This determination includes the 
thirteen cases that recovered. The other ene, the only fatality, died 
22 days after the onset of symptoms. 

Physical Signs: Pertinent findings were limited to the neuro- 
logic examination. All the cases showed involvement of the motor 
system. In seven (50 c /c ) patients, weakness or flaccid paralysis 
of the four extremities was íound, while in the other seven, in¬ 
volvement of the motor system was limited to the lower extremi¬ 
ties. Neurologic findings included flaccid paraplegia or quadripa- 
resis, absence of deep tendón reflexes, and in one case, atrophy 
of the leg muscles. Facial diplegia was found in four (2870 of 
the fourteen patients. 

Sensory changes were usually mild in nature, and were found 
in seven (507 ) patients. These changes were usually spotty areas 
of hypesthesia in the lower extremities, although in three, there 
were sensory levels to the lower thoracic and upper lumbar seg- 
ments. 

Fever: Three cases had low grade fever. 

Sphincter disturbances: Seven (50(/ ( ) of the fourteen patients 
had sphincter disturbances, evidenced by urinary retention or uri- 
nary incontinence. Two had an associated bowel incontinence. 

Laberatory studies: The only important positive laboratory 
findings were those related to the spinal fluid study. In all, there 
was an albuminocytologic clissociation. The highest cell count was 
5 per cu. mm. while the protein determination varied írom 58 to 
432 mg'/í. The Pandy’s test was positive in all cases. The fatal case 
had no cells in his cerebrospinal fluid, 320 mg'/r of protein, 63 
m g'f of gluccse and three plus Pandy’s test. 

Treatment: Management in all cases consisted of bed rest, 
and tidal drainage whenever urinary retention was present. As 
far as drug therapy, vitamins B, and B 12 were given in several 
cases, and three received cortisone. The duration of illness in 
these three cases was 25, 48 and 28 days, the average being 34 days, 
much less than the average duration of disease in the other cases. 
However, the patients treated with cortisone were too few to war- 
rant conclusicns as to the effectiveness of cortisone in Guillain- 
Barré syndrome. 

Mortality: One case died in this series, for a mortality of 
7.17. Death was due to respiratory failure in an ascending type 
of paralysis involving the respiratory center. The patient was a 
34 year oíd man admitted with the history of numbness of the 
lower extremities of 18 days duration, progressing to quadriplegia 
and absence of deep tendón reflexes with no sensory impairment. 
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The patient died four days after admission, developing respiratory 
distress and terminal cyanosis. 

DISCUSSION 

In their original description of Guillain-Barré syndrome, 1 the 
authors stressed a triad found in this disease: albuminocytologic 
dissociation in the cerebrospinal fluid; preponderance of motor 
weakness over sensory disturbances; and, favorable prognosis, 
usually with complete recovery. The latter has been found not to 
be invariably true, as fatalities may occur. Fox and O’Con- 
nor 2 reported a mortality of 20'/ in 126 cases; Forster, Brown 
and Merrit' 1 one of 42% in 26 cases, and Roseman and Aring 4 one 
of 18.8% in 16 cases. In 1949 Haymaker and Kernohan' 1 in an ex- 
cellent clinicopathologic report, concluded that no essential dif- 
ference existed between Guillain-Barré syndrome and Landry’s 
ascending paralysis, and they suggested the ñame Landry-Guillain- 
Barré syndrome to emphasize that the prognosis is often grave. 

As far as incidence, the 14 cases reported in this communica- 
tion, seen in a period of three and a half years (January 1951-June 
1954), compare favorably with the frequency in which this clinic- 
al entity was found in the Henry Ford Hospital, Detroit, Michigan. 
Raftery et al (! stated that 34 cases were encountered in a period 
of ten years in that institution. 

The clinical course of the cases of this series paralleled that 
of other reports. 7 The disease was present in some children, but 
mere often affected adults, with no difference in incidence as far 
as sex. A rapidly Progressive motor paralysis of the extremities 
was the rule, the lower extremities being affected more severely 
than the upper extremities. In 28% of our cases, paralysis of the 
seventh cranial nerve in one or both sides was found. This is in 
record with other authors s who report an incidence of facial di- 
plegia of approximately 35%. Sensory symptoms although as a 
rule not as marked as the motor ones, formed part of the clinical 
picture in many instances. Fifty per cent of our cases had vesical 
and/or anal sphincter difficulties. The course was usually afebrile 
and the typical albuminocytologic dissociation was found in the 
spinal fluid. 

The cause of Guillain-Barré syndrome has been generally 
considered to be a toxic or infectious agent, either bacterial or 
viral. Attempts to identify the causative agent have been unsuc- 
cessful. The condition generally develops a few days or weeks after 
a mild infection, often a common coid. Several reports have ap- 
peared of cases of Guillain-Barré syndrome associated with in¬ 
fectious mononucleosis' 5 - 9 and infectious hepatitis, 10 
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Treatment, depending on varying concepts, has changed con- 
siderably, and since the condition is usually self-limited, evaluation 
of therapy is clifficult. Various members of the Vitamin B com- 
plex have been administered; dimercaprol (BAL) has been used 
with success by others. More recently, corticotropin (ACTH) has 
been given a trial by several investigators. 111 - They base their 
rationale for its use on the feeling that the disease might be clue 
to a hypersensitivity of the nervous system to an allergen, the 
same as rheumatic fever is related to bacterial infection. Blood, 
Locke and Carabasi 11 and Essilier and Kop 1 -’ have reported favor¬ 
able response to ACTH in this syndrome, with relapses occurring 
on discontinuaron of the drug and improvement on reinstitution 
of treatment with the hormone. As mentioned before, only three 
cases of our series received cortisone and in all the duration of 
illness was much shorter than in the rest of the group. It seems 
that ACTH or cortisone should be tried in severe cases where the 
prognosis is guarded. Results obtained by others with these 
hormones merit further study. 

In the differential diagnosis of Guillain-Barré syndrome, it is 
important to consider conditions like polyneuritis due to diphtheria 
toxin, heavy metal poisoning, vitamin B defficiency, alcoholic neu¬ 
ritis, poliomyelitis, syphilis and spinal cord tumor. Diphtheria 
neuritis may be recognized when diphtheria throat lesions and po- 
sitive cultures are present and syphilis by serologic tests in the 
blcod and spinal fluid. A spinal cord tumor usually gives local 
signs and a careful manometric study will establish the diagnosis. 
Peripheral neuritis due to alcoholism and vitamin B defficiency 
usually yields more pain and no spinal fluid alterations. Heavy 
metal poisoning can usually be exeluded by the history of exposure 
and the blood picture. 

Guillain-Barré syndrome may often be mistaken with polio¬ 
myelitis. In the latter, cases occur usually in epidemics, the course 
is febrile and there may be meningeal irritation and severe spasm 
of muscles, not seen in Guillain-Barré syndrome. Poliomyelitis 
notoriously gives an asymmetrical type of paralysis, involving 
muscle groups such as the shoulder girdle, hip girdle and ham- 
strings. On the other hand, Guillain-Barré syndrome is distinguish- 
by a symmetrical distribution of paralysis. In the preparalytic 
stage of poliomyelitis, there is pleocytosis of the spinal fluid, con- 
sisting early of polymorphonuclear leukocytes and later of lympho- 
cytes. If the fluid is examined several weeks after the onset of 
poliomyelitis, a normal cell count and a high protein content are 
usually found in both conditions. 
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SUMMARY 

1— Guillain-Barré syndrome is a clinical entity characterized 
by a rapidly Progressive flaccid motor paralysis of the extremities, 
frequently with mild to modérate sensory changes. Facial diplegia 
is íound in about 30 c /< of the cases, and sphincter disturbances in 
an apprcciable number of patients. An albuminocytologic dissocia- 
tion of Ihe spinal fluid is found in all cases. 

2— The course of the disease is usually benign, although 
dcaths are not infrequent. In this series of 14 patients, one (l f /< ) 
clied from an ascending paralysis with respiratory failure. 

3— The present concepts as to etiology and treatment have 
been discussed. 

4— The differential diagnosis, with special references to polio- 
myelitis, has been stressed. 
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VOCAL CORD PARALYSIS OF INTRATHORACIC ORIGIN 


ANTONIO RULLAN M.D., F.A.C.S.* 

The subject of vocal cord paralysis is of interest not only to 
the Otolaryngologist who is consulted because of hoarseness or 
dysphagia, but also of great interest to the Neurologist, the Inter- 
nist and the Chest Surgecn because we are not dealing with a 
disease entity in itself, but with a sign of disease elsewhere, 
namely: within the cranium, neck, thorax or mediastinum. 

In general there are three main groups of laryngeal paraly¬ 
sis: 

1. Paralysis due to surgical trauma of the recurrent nerve. 

2. Paralysis as a manifestation of a disease affecting the cere¬ 
broespinal axis such as Múltiple Sclerosis. 

3. Associated laryngeal paralysis due to various combinations 
of lesions affecting the IX, X, XI, XII cranial nerves and 
at times other cranial nerves and the phrenic nerve. 

Let us review the nerve supply of the larynx. 

The somatic motor component of the Vagus nerve arises in 
the caudal part of the Nucleus Ambiguus at the lateral part of 
the Medulla. This area of the brain is supplied by the Posterior 
Inferior Cerebellar artery, which in turn is the largest branch of 
the Vertebral artery. 

The impulses brought to the cells of origin of the Recurrent 
laryngeal nerve arise from both pre-central regions of the cere¬ 
bral cortex. 

This bilateral supra-nuclear innervation of the vocal cords was 
first demonstrated by Krause in 1884 and confirmed many times 
since. 

The vagus nerve leaves the skull through the middle compart- 
ment of the jugular foramen included in the same sheath with 

the accessory nerve. In the neck the vagus pursues a vertical 

course lying in the Carotid sheath. The right Vagus crosses in 
front of the Subclavian artery and the recurrent laryngeal branch 
hooks around the artery to reach the groove between the trachea 
and esophagus. 

The left Vagus also descends in front of the Subclavian 
artery enters the thorax behind the left Innominate vein. As the 
Vagus crosses over the arch of the aorta the recurrent laryngeal 
nerve arises on the left side of the arch and winds below the 

aorta at the point where the ligamentum arteriosum is attached 

and then ascends to the side of the trachea. 

* From the Department of Otolaryngology, School of Medicine of the University 
of Puerto Rico. 
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Both recurrent laryngeal nerves ascend in the groove between 
the trachea and esophagus, pass under the lower border of the 
Inferior Pharyngeal constrictor muscle and enter the larynx be- 
hind the articulation of the inferior cornu of the thyroid cartilage 
with the cricoid. It supplies all the intrinsic muscle of the larynx 
exeept the Crico-thyroid muscle which is supplied by the external 
branch of the superior laryngeal nerve which arises from the 
Vagus near the base of the skull. This muscle is the main tensor 
of the vocal cord. 

Any pathology affecting the Vagus nerve before the superior 
laryngeal nerve branches off will produce a complete paralysis 
of the true vocal cord. This will remain in the so called Cadaveric 
or intermedíate position. The arytenoid cartilage will occupy a mid 
pcsition and will be tilted íorwards. The vocal cord will be re- 
laxed due to lack of tensile stimulus thru the superior laryngeal 
nerve to the crico-thyroid muscle. The cord is flaccid and occupies 
a lower level than the unaffected cord. The tip cf the vocal pro- 
cess of the arytenoid cartilage is directed inwards and appears as 
a definite prominence. There is a sufficient wide glottis for res¬ 
piraron but during phonation there is feebleness of the voice due 
to the air waste caused by the inability of the normal cord to cióse 
the glottis. 

When the recurrent laryngeal nerve alone is affected then 
an incomplete paralysis will result. The vocal cord will remain at 
a median position, the tensión of the cord will remain normal since 
the crico-thyroid muscle still is active. The voice will return to 
normal in 90% of the cases. In the other 10% the cord will assume 
a cadaveric position due to atrophy of disuse of the crico-thyroid 
muscle. 

Paralysis of the left vocal cord is more commcn than the right 

even if intra-thoracic pathology is excluded. The ratio is of 3:1. 

111 ' 

There are two syndromes seen in lesions at the iníra-hyoid 

level of the neck and mediastinum: . . 

1. Gigonoux Syndrome — due to lesions affecting the recur¬ 
rent laryngeal nerve and also spinal part of the Accessory nerve. 
The symptoms here are: hoarseness, torticollis and drooping 
shoulder. The signs found are: unilateral paralysis of the vocal 
cord and of the Sternocleidomastoid and Trapezius muscles. 

2. Klinkert Syndrome — due to lesions affecting the recurrent 
.aryngeal and the Phrenic nerves. 

The symptoms are: hoarseness and dyspnea. The signs found 
are: unilateral paralysis of the vocal cord and of the diaphragm. 

The etiologic factors of laryngeal paralysis at the various 
lévela where pathology is usually found are listed below: 
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1. Bulbar Origin (comprise 10% of all cases seen). 

a. Múltiple Sclerosis 

b. Thrombosis of Posterior Cerebellar artery. 

c. Tuberctiloma at the Nucleus Ambiguus (Medulla). 

d. Syphilitic Meningitis about the Pons. 

e. Bilateral Cort cal lesions. 

f. Bulbar Poliomyelitis. 

g. Aneurysm of Cerebral arteries. 

h. Brain Tumors. 

i. Amyotrophic Lateral Sclerosis. 

j. Arterial Hypertension. 


2. Base of Skull: (at or near the Jugular Foramen) 

a. Tumors of the Naso-pharynx. 

b. Chordomas (arise from remains of the Nolochord.) 

c. Osteo-Petrosis (Marble bone disease.) 

d. Fractures and Bullet wounds at the base of the skull. 

e. Toxic Neuritis (chemical and bacterial) 

f. Viral infections. 

g. Peripheral Neuritis (avitaminosis B) 

3. PathoJogy at the lateral Pharyngeal Space: 

a. Peri-tonsillar abscess (usually tuberculous) 

b. Retro-pharyngeal abscess (usually tuberculous) 

c. Tuberculous adenitis of the neck. 


4. Infra-Hyoid part of the Neck and Mediastiiuim: u-ually af- 
íect the recurrent laryngeal nerves but the Phrenic and Ac- 
cessory (spinal) nerves may be also involved. (TÍ sr < 


a. 


Mechanical Factors: 

. - br i; 

1. Aneurysm of the Aorta. s ,> , 

2. Cardiac enlargement due to various cause§, .sueh as: 
Congenital heart disease; Rheumatic heart disease 
with mitral stenosis and dilated left auricle. 

3. Pericarditis due to various causes. > 


b. Inflammatorv Factors: 

of ' 

1. Tuberculous fibrosis of the lung apex. r; 

2. Tuberculous adenitis of neck. t - í0 : 


c. Tumors: main cause of unilateral laryngeal paralysis. 


1. Carcinoma of the lung. 

2. Carcinoma of the Esophagus - most common cause in 
this group. 
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3. Benign and Malingnant tumors of the Thyroid gland. 

4. Mediastinal tumors either primary or metastatic. 

5. Tumors of the Carotid Body. 

6. Carcinoma of the Trachea. 

7. Enlarged Thymus especially during irradiation. 

d. Trauma: 

1. Surgical 

a. Post-Thyroidectomy: main cause of bilateral pa- 
ralysis. Immediate - due to severance or edema oí 
the nerve. Delayed - due to scarring. 

b. Post Pneumonectomy. 

c. Following surgery of the cervical esophagus. 

2. Non-surgical: 

a. Birth injury 

b. Gunshot or stab wounds. 

c. Fractured clavicle. 

d. Trauma to the neck. 

e. Following retro-grade bouginage for esophageal 
strictures. 

Four cases of paralysis of the true vocal cord due to intra- 
thoracic pathology follows. 

Case No. 1 

Is that of a white sixty-eight year-old man who was admitted 
to the medical Service of the Río Piedras Municipal Hospital. The 
patient was referrcd for laryngeal examination because of hoarse- 
ness and dysphagia with a diagnosis of a mediastinal mass and 
possible carcinoma of the larynx. Laryngoscopy revealed a para¬ 
lysis of the left true vocal cord in the median position. No other 
laryngeal or hypo-pharyngeal pathology was found. Chest píate 
done read as follows “there is noted an emphysematous lung 
structure with modérate fibrotic changes at the perihilar areas. 
The superior mediastinum is widened specially to the left. This 
may be due to enlarged nodes or a mediastinal tumor mass. The 
left leaf of the diaphragm is high in position which may be due 
to paralysis of the phrenic nerve. The hila areas are normally out- 
lined. The heart and great vessels are within normal limits.” 

Clinically we have the syndrome of Klinkert due to a tumor 
mass in the superior mediastinum which infiltrated the left lung 
apex and involved the arch of the aorta as found at autopsy. 
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Case No. 2 

This was an eighty-year-old white male referred to my office 
by bis family physician because of hoarseness of three weeks dur- 
aiion following aspiration of a tablet which he eventually coughed 
up. Laryngoscopy revealed the left true vocal cord paralyzed in 
the median position. The pyriform sinuses and the rest of the 
larynx was entirely normal. An esophagram was done which was 
normal. Chest píate done at the same time revealed the following 
“there is a large area of mottled opacities with tendency to con- 
fluence in the left upper lung delimited inferiorly by the oblique 
fissure and corresponding to the general distribution of the post¬ 
erior apical segment of the left upper lobe. This area arises in 
the hilum and suggests a combination of retained secretions, de- 
creased aeration and possibly superimposed infection. The findings 
are most likely due to a bronchogenic neoplasm.” 

The patient died within two months of Carcinoma of the 
lungs.. 

Case No. 3 

This is a fifty-six-year-old white female referred to the Ear, 
Nose and Throat clinic of the San Juan City hospital because of 
hoarseness of 8 months duration. Indirect laryngoscopy revealed 
the left true vocal cord to be paralyzed in the median position. 
The rest of the larynx was found to be normal. Chest píate was 
ordered and reported as follows “there is modérate retraction of 
the left lung with fibrocalcific disease of the upper lobe and pro¬ 
bable cavitation of the apex by tuberculosis. There is díffuse in- 
íiltration of the left lower lung”. 

Case No. 4 

A twenty-six-year-old mulatto male referred to the Ear, Nose 
and Throat clinic of the San Juan City hospital by the Cardiologist 
with the tentative diagnosis of the vocal cord paralysis due to an 
enlarged heart. The patient has been hoarse all his life but more 
so during the past ten years. His cardiac diagnosis is: Inter-Auri¬ 
cular septal defect and cardiac enlargement. Laryngeal exami¬ 
naron confirmed the suspect paralysis of the left vocal cord. The 
cord is paralyzed in the cadaveric position. It is flaccid and occu- 
pies a lower level than the normal right vocal cord. The voice is 
1‘eeble. This case falls into the 10% of recurrent laryngeal nerve 
paralysis that in time undergoes complete paralysis due to atrophy 
of disuse of the cricothyroid muscle. The right vocal cord is normal. 
Chest píate reveáis “Slight enlargement in the transverse dia- 
meter of the heart which in oblique projection is seen to be due 
to slight enlargement of the left ventricle associated with promi- 
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nence of the pulmonary conus and artery segment. No other 
chamber enlargement is detected. The pulmonary vascularization 
is not unusual.” 

SUMMARY 

The etiologic factors of truc vocal cord paralysis are listed 
after consideraron of the nerve supply to the larynx. Four cases 
of left vocal cord paralysis due to intra-thoracic pathology are re- 
ported. In two of these cases the diagnosis of pulmonary disease 
was first suspected by the laryngologist after examination of the 
larynx. In the third case the chest condition was recognized by 
the Internist but there was no suspicion of cord paralysis. In the 
fourth case the cardiologist suspected vocal cord paralysis and 
this was confirmed by laryngoscopy. 
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RICARDO F. FERNANDEZ, M.D. 
Premíente de la Asociación Médica de Puerto Rico 






NUESTRO PRESIDENTE 


Ricardo F. Fernández, M.D., Oftalmólogo; nació el 31 de mayo 
de 1909 en Aguadilla, P. R.; padres José Fernández Lisboa y 
Julia García Montes; esposa Margarita Márchese; hijos Ricar¬ 
do, José Luis y Héctor; graduado de médico en George Washing¬ 
ton University el 10 de junio de 1931; internado en el Hospital 
Municipal de San Juan; residente en el Hospital Municipal de 
Arecibo, 1933-34; estudios postgraduados en oftalmología, New 
York Postgraduate Medical Schooi, 1934; asistente de su herma¬ 
no, el doctor Luis J. Fernández, hasta el 1938; primer oftalmó¬ 
logo puertorriqueño en aprobar el Board americano de la es¬ 
pecialidad 1938; cirujano residente del Instituto Oftálmico de 
Puerto Rico hasta el 1946; actualmente Director médico de di¬ 
cha institución; miembro A.M.P.R., A.M.A., Acad. Oftal. Ame¬ 
ricana; Colegio Americano de Cirujanos, Colegio Internacional 
de Cirujanos; Asoc. Panamericana de Oftalmología; Vicepresi¬ 
dente, Asoc. Panamericana de Oftalmología; expresidente, Sec¬ 
ción de Oftalmología de la A.M.P.R., Asoc. Médica del Distrito 
Norte. 


Tal es, a grandes rasgos, el médico que ocupa hoy la presi¬ 
dencia de la Asociación Médica de Puerto Rico. Su interés en los 
problemas médicos del país y sus actuaciones en pro de la clase 
médica son bien conocidas de todos nuestros lectores. Resulta pues, 
innecesario que hagamos un recuento de ellas en esta breve nota. 
Preferible es que aprovechemos esta ocasión para recordar a nues¬ 
tros compañeros cuál es el programa de nuestro presidente actual, 
según lo ha expuesto en su primera carta mensual, y que exhor¬ 
temos a todos a darle el más decidido respaldo para que pueda 
triunfar en la árdua labor que le hemos impuesto. He aquí su 
programa: 

“1. Ampliación del Edificio: Como es de conocimiento ge¬ 
neral, durante los últimos dos años he venido laborando en el pro¬ 
yecto de ampliación de nuestro edificio. Es pues, natural, que al 
hacerme cargo de la presidencia ponga mi mayor empeño en dotar 
a la clase médica puertorriqueña de las facilidades a que la mis¬ 
ma es acreedora. Confío que todos los campañeros nos den el alien¬ 
to y sobre todo, la ayuda económica que esta empresa requiere. 

“2. Campaña de Socios: Nos proponemos durante este año 
conseguir llevar la matrícula de la Asociación a un total de 800. 
Es de conocimiento general que mientras mayor número de socios 
haya en nuestras filas más fácil nos será el poder realizar nues¬ 
tros objetivos. Todos y cada uno de ustedes puede interesar a al¬ 
gún colega a que se una a nosotros para seguir nuestra lucha 
por el bienestar colectivo de la clase médica y por la salud de nues¬ 
tro pueblo, i Manos a la obra! 
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“3. Aumento en los Sueldos de los Médicos: Hace algunos 
meses iniciamos gestiones personales encaminadas a conseguir una 
remuneración más adecuada para los compañeros que laboran en 
les servicios públicos del país. Nos proponemos continuar estas 
gestiones, esperanzados en tener éxito, contando con el apoyo de¬ 
cidido de todos ustedes. 

“4. Programa Científico: Durante años la Asociación Mé¬ 
dica ha venido desarrollando un vasto e interesante programa de 
carácter científico; pero hemos visto, con gran pena, que el gru¬ 
po que se beneficia de este esfuerzo es casi siempre el mismo. Tra¬ 
taremos, hasta donde esté a nuestro alcance, de interesar a un 
mayor grupo a participar en los actos científicos, y si posible, pa¬ 
ra beneficio de los compañeros que residen en el interior de la 
Isla, procuraremos obviar las dificultades que representa el tener 
que recorrer grandes distancias. Les mantendremos informados 
de esta parte de nuestro programa. 

“5. Relaciones Públicas: Gran énfasis se da hoy día en to¬ 
das las grandes organizaciones del mundo, al establecimiento de 
buenas relaciones públicas. Somos de opinión que el mejor oficial 
de relaciones públicas con que cuenta la clase médica es el propio 
médico. La actuación digna y ejemplar del médico en la comuni¬ 
dad donde trabaja, y muy especialmente con sus pacientes y los 
familiares de éstos, es un factor decisivo, en la formación de una 
opinión pública favorable hacia el médico en particular y la clase 
médica en general. Cada uno de los compañeros asociados es un 
oficial de relaciones públicas de nuestra Asociación. Hagamos pues, 
nuestra parte. 

“6. Boletín Médico: El órgano oficial de la Asociación es 
el exponente de nuestra cultura médica en y fuera de Puerto Rico. 
Nos proponemos poner al día la publicación del Boletín y hacerlo 
acreedor al reconocimiento general. Para esto necesitamos la co¬ 
operación de cada uno de ustedes y esperamos recibirla.’ 



COMITES PARA EL AÑO 1955 


Científico 

A. M. de Andino 
Enrique Koppisch 
A. L. Carrión 
José Chaves 
L. Torres Oliver 
Ramón A. Sifre, Jr. 
J. fierra Chavarry 
Eli A. Ramírez 
R. M. Suárez, Jr. 
Luis F. Sala 

E. M. de Hostos 
R. S. Díaz Rivera 
Dwight Santiago 

Credenciales 

Antonio Navas 
Ernesto J. Marchand 
Víctor M. Rivera 
Eduardo R. Pérez 

F. L. Raffucci 
A, L. Axtmayer 
Jaime H- Fpnt 

Relaciones Públicas 

José A. de Jesús 
J, Basora Defilló 
Angel M. Marchand 
Luis A. Sanjurjo 
Juan E. Morales 
Guillermo Arbona 
J. Acosta Velarde 
Miguel Alonso 
J. Gallardo Díaz 

Etica 

J. Rodríguez Pastor 
R. Mejía Ruíz 
Guillermo H. Barbosa 
Luis J. Fernández 
Arsenio Vallecillo 
Arturo Cadilla 
José C. Ferrer 

Querellas 

E. García Cabrera 
A. Otero López 
M. Pujadas Díaz 
Héctor A. Bladuell 
Juan A. Rosselló 


Convención 

J. R. González Giusti 
Frederick González 
Peter E. Sabatelle 
Arsenio Comas 
A. Ramos Oller 
Andrés Frenceschi 
José R. Fuertes 
Ernesto C. Martínez 
Antonio Rullán 

Edificio 

Basilio Dávila 
Mario Julia 
Frederick González 
E. Fernández Cerra 
M. Pavía Fernández 
Jenaro Barreras 
Nelson Perea 
Cario? Quilichini 
R. Mejía Ruíz 
R. Rivera Aulet 
Francisco A. Márquez 
Juan E. Vevg 

Legislación 

P. Morales Otero 
Francisco Berio 
Angel M. Marchand 
Leopoldo Figueroa 
José R. Fuertes 
Julio A. Santos 
Mario J. Tomasini 

Cursos Postgraduados 

Ramón M. Suárez 
Víctor M. Rivera 
R. Rodríguez Molina 
David E. García 
Ramón J. Sifre 

Ley Medica 

O. Costa Mandry 

J. Rodríguez Pastor 
Luis M. Morales 
A. Oliveras Guerra 
César Domínguez 
Luis A. Sanjurjo 
J. R. González Flores 

P. Morales Otero 
Juan A. Pona 


Junta Editora 

Héctor M. Vallés 
R. Jiménez López 
Luis M. Morales 
M. E. Paniagua 
A. Díaz Atiles 
A. Rivera Trujillo 
José A. de Jesús 
M. Fernández Fuster 
Blás Ferraioli 

Exhibiciones 

A. Rivera Trujillo 
Walter J. Bsnavent 
José E. Sifontes 
F. M. Monserrate 
Antonio H. Susoni 
J. L. Costas Durieux 
José Landrón 

Cruz Azul y Escudo Azul 

E. Colón Yordán 
Rafael A. Vilar 
Manuel A. Astor 
Jeramfel Cordero 
R. Mejía Ruíz 
Juan Mimoso 
William R. Gelpí 
J. A. Colón Dávila 
Lorenzo Arsuaga 

Malpractice 

J. García García 
Manuel M. Baralt 
Jenaro Barreras 
José A. Seín 
J. Garrido Collazo 

Cáncer 

A. Oliveras Guerra 
Julio E. Colón 
José Picó 
Félix M. Reyes 
J. R. Casanova Díaz 
Hamlet Hazim 
Rafael A. Blanes 
D. Rodríguez Pérez 
Luis Vallecillo 
Ramón Llobet 
M, Rodríguez Erna 
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Finanzas 

Víctor J. Montilla 
José Forastieri 
José ¡S. Licha 

Biblioteca 

Eduardo R. Pons, Jr. 
Manuel A. Astor 
Susana Igartúa 
Roberto Francisco 
Eli S. Rojas 

Historia Medicina 

E. Cuchí Coll 
Manuel Quevedo Báez 
M. Guzmán Rodríguez 
Juan J. Nogueras 
A. Martínez Alvarez 

Auxilio Medico Mutuo 

Manuel Quevedo Báez 
Rafael Bernabé 
M. Pavía Fernández 
E. García Cabrera 
Manuel A. Astor 

Médicos Extranjeros 

A. Oliveras Guerra 
Juan A. Pons 
J. Noya Benítez 
Luis A. Sanjurjo 
J. Rodríguez Olmo 

Internos 

Eurípides Silva 
E. Fernández Cerra 
Fernando A. Battle 

Defensa Civil 

J. Hernández Matos 
Roy J. Stokes 
Nayip Fas 
José A. Peña 
Kenneth Ramírez 
Raúl Yumet 
Andrés S. Meléndez 


Club Medico 

Ramón Llobet 

C. E. Muñoz MacCormick 
Benigno González 
Hirám López Morales 
Aníbal Lugo 

Pedro A. Suau 
E. Pérez Santiago 
Luis A. Sánchez 
A. L. Mejía Casals 

Audiovisual 

Eli A. Ramírez 
Luis. A. Morales 
Luis A. Passalacqua 

E. S. Colón Rivera 
Pedro Orpi, Jr. 

Medicina Industrial 

Jeramfel Cordero 
Manuel Espinosa 
Aureo Calderón 
Héctor R. Marrero 
Francisco Ferraioli 
Pedro J. Zamora 
Natalio Bayonet 
Víctor Rincón 

Higiene Infantil 

D. Méndez Cashion 
Dharma L. Vargas 
Gregorio Igartúa 
Enrique Milán 
.Toseph L. Aponte 

Salud Pública y 
Beneficencia 

Rafael Timothée 
Francisco 1 lorio 

F. A. Padró 
Ernesto Quintero 
M. Román Benítez 
Robert R. King 
Abel de Juan 
Juan del Río 
Severo Torruellas 


Medicina Forense 

José E. Taveras 
Jesús M. Quiñones 
Félix M. Reyes 
H. Vázquez Milán 
A. García Soltero 

Bancos de Sangre 

R. C. Ruíz Nazario 
Eduardo J. Montilla 
A. Rivera Trujillo 

Substancias Isotópicas 

Roberto Buso 
Andrés A. Salazar 
Juan Sabater 
Pablo Luis Morales 
C. Jiménez Torres 

Damas Auxiliares 

Margarita M. de Fernández 
Nina L. de Pou 
Teresita D. de Hernández 
Mercedes de Picó 
Josefina V. de Guzmán 
Ana A. de Oliveras 
Guillermina J. de Sanjurjo 
Josefa O. de Morales 
Harriet C. de Astor 
Evelyn de Paniagua 
Marjorie de Ferraioli 
Mary Martínez Rivera 
Bessie Comas de Fernández 
Helen de Buxeda 
Ilia O. de Dávila 
Miriam M. de Rodríguez 
Molina 

Ana de Colón 
Carmen M. de García 
Cabrera 

Merced i ta de Gil 
Sarah J. de Jesús 
Cristina de Koppisch 
Marina de Serra Chavarry 
Jacqueline B. de Colón 
Nieves L. de Montilla 
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Pet Evaporated Milk is always soft curd 
milk in which protein is heat-softened to 
practically the ready digestibility of 
human milk. It’s one milk diat babies in 
your care will tolérate from the very first 
feeding . . . one milk that helps them 
grow strong and 
sturdy from the start. 


Favorecí Form of Milk 
for Influí Formula 






MILK COMPANY, ARCADE BUILDING, $T. LOUIS 1, MISSOURI 


Distribuidores: B. FERNANDEZ & UNOS., INC 

San Juan, Puerto Rico 
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Chloral Hydrate in Suppository Form 



The NEOCERA Base 
A special blend of water-soluble 
waxes requiring no refrigeration. 
Advantages 

Non-bárbiturate, non-cumulative 
and no gastric disturbances. Ac- 
curate and pre-measured dosage 
without any rectal discomfort or 
irritation. No leak-back after in- 
sertion. Rapid solubility assures 
prompt sedation. 

Supplied 

Aquachloral Supprettes, 5 grains 
(green), 10 grains (blue), 15 grains 
(yellow) in jars of 12. 


Professional Samples Upon Request 
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Todos los alimentos 
BEECH-NUT para bebés 
han sido aceptados por el 
Consejo de Alimentos y 
Nutrición de la Asociación 
Médica Americana, como 
también todas las afirma¬ 
ciones en cada anuncio de 
Alimentos BEECH-NUT 
para bebés. 


uando una madre preocupada le pregunte 
ué hacer para que su bebé coma más, usted 
uede ayudarle a comprender que un niño 
btiene mayores beneficios de sus alimentos 
jando los come con gusto, 
ío se puede esperar que un niño prospere 
esde el punto de vista nutricional ni emotivo, 
lando las horas de sus comidas están impor- 
madas por ruegos y contrariedades, 
s beneficioso para sus pequeños pacientes el 


que BEECH-NUT incorpore ai agradable sabor 
de sus alimentos un positivo valor nutritivo. 
Ahora, con más variedad que nunca entre la 
cual escoger, BEECH-NUT hace más fácil que 
las madres complazcan a los pequeños pacien¬ 
tes de usted, y mantener felices las horas de 
las comidas. 

Una amplia variedad que usted puede reco¬ 
mendar: Sopas de Carne y de Vegetales, Frutas, 
Vegetales y Postres. 


BEECH-NUT 


ALIMENTOS para ÑIÑOS 


envasados en frascos de cristal 


Distribuidores Exclusivos para Puerto Rico: v 

)$E MALGOR y CIA., Tetuán 305, San Juan, Puerto Rico—Teléfono: 2-2200 








moderna terapéutica 

en VAGINITIS 


50% de las mujeres enfermas sufren de derrames 
vaginales, y su pH es el índice. 

Siendo la acidez el factor terapéutico más importante 
en Vaginitis, DOMOGYN, con un óptimo pH de 4.2, 
controla rápida y efectivamente esa condición, resta¬ 
blece óptima acidez y normaliza la flora vaginal. 



Una cucharadita de DOMOGYN en polvo o el con¬ 
tenido de un sobre de DOMOGYN, en dos litros de 
agua caliente, forman una suave ducha terapéutica 


De venta en todas las farmacias 



£ *: 


DOME CHEMICALS INC. 

109 W. 64th St., NEW YORK 23, N. Y. 


Distribuidores: LUIS GARRATON. INC. 

Fortaleza 352 • Tel. 3-1593 - Apartado 2984 - San Juan, P. R. 
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A LOS SEÑORES MEDICOS 

Nos complacemos en recordarles que 

desde hace 25 

años somos distribuidores de los productos de ELI 
LILLY, de los cuales siempre tenemos completo 

surtido en existencia. 


J. M. BLANCO, 

INC. 

(Droguería Blanco) 
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Para “Este Mundo Parasitado' 


BURROUGHS WELLCOME & CO. (U.S.A.) INC. 


InckahoR 7. N Y 
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HUMOTZm 



Cicateo empiastuum H>* 
A PPtlC A^ iON 


' ■ 


. . . ALIVIA EL 

DOLOR 

. ..REDUCE LA 

INFLAMACION 

por su acción anagésico-des- 
congestiva. La Numotizine 
es compatible con las sulfo- 
namidas y los antibióticos. 
Una aplicación dura 8 horas 
y más. 


FORMULA 





Cada 100 

gramos contiene: 


Guayacol 


0,260 

gramos 

Glicerina . 


Formalina 

(Sol. Formaldehyde) 

0,260 

" 

Silicato de Aluminio.... 

.46,888 

Creosota 

de Haya . 

1,302 

" 

Carmín .. 

. 0,030 

‘Sallellato 

de Metilo ......... 

0,260 

" 
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NUMOTimE, I>C. — 900 >'. Franklin St., Chicago, E. ü. A. 

OlntrlhuUorei! Dltuos ANU uoaM&Tlutfi INC. o, tto« »&?» * »»*ucurc«, v. h. 




























THE NEW YORK POLYCLINIC 

ESCUELA DE MEDICINA Y HOSPITAL 


Organizada en 1881 


La Primera Institución Médica de América para Postgraduados 


ANATOMY - SURGICAIi 

1. ANATOMY COURSE íor those 
interested in prepar i ng for Board j 
Examinations. Tliis ineludes lect- 
ures and demonstrations together 
H’itli supervised dissection on the 
cadáver. 

2 . KURGICAL ANATOMY for 
(lióse interested in a general Ke- 
freslier Course. Tliis includes lec- 
tares with demonstrations on the 
dissected cadáver. Practical ana- 
tomieal application is emphasized. 

3. OPEKATIVE SURGERY (CA 
DAVEK). I.ectures on applied an- 
atomy and snrgical teclinie of 
operativo procediires. Matriculants 
perform operativo procedures on 
cadáver under supervisión. 

4. REGION AI. ANATOMY for 
tiloso interested in preparing for 
Subspecialty Board Examinations. 


ANESTHESIA 

A threo montlis full-time course 
covering general and regional 
anesthesia, with special demon- 
strations in tile clinics and on the 
cadáver of caudal, spinal, field 
blocks, etc.; instruction in intra- 
renous anesthesia, oxygen therapy, 
resuscitation, aspiratlon bronchos- 
copy; attondanc© at departmental 
and general conferences. 


DERMATOLOGIA Y 
SIFILOLOGIA 

Curso de tres años, empezando en 
Octubre, llenando todos los requi¬ 
sitos del Board Americano de Der¬ 
matología y Sifilología. 


SYMPOSICM PARA 
ESPECIALISTAS 

Un curso intenso de cinco días 
de duración. Revisión de los re¬ 
cientes ndelantos en Dermatología 
y Sifilología, consistente «le cnn- 
fereneias y demostraciones; dis¬ 
cusión de enferme«la«les raras «le 
la piel ilustradas con proyecciones 
fijas (lantera slides). 


PROCTOLOGY and GASTRO- 
ENTEROLOGY 

A combined course comprising 
attendance at clinics and leetures; 
instruction in examination, diag¬ 
nosis and treatment; patliology, 
radiolop-y, anatomy, operativo 
proctology on the cadáver, anes- 
thcsiology, witnessing of opera- 
tions, examination of patients 
preoperatively and postoperatively 
in the vvards and clinics; atten- 
dance at departmental and gene¬ 
ral conferences. 


Para información sobre estos y otros cursos diríjase a: 


The Dean, 345 West 50th St., New York 19, N. Y. 


ASAMBLEA ANUAL 
Diciembre 6 - 10, 1955 
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SODIUM 

MERCAPTOMERIN SODIUM 

POTENT AND SAFEN MERCURIAL 
DIURETiC FOR SUBCUTANEOUS INJECTIONi 



íg 


• An outstanding product, wcll known to the 
medical profession—now being manufactured 
and sold by Wyeth! Grcater salcs-volume op- 
portumties now exist for yon, with Wyeth’s large 
stalT of detall men and medical advertising pro- 
gram to back you up. Be sure you have ade* 
quate stocks on hand. 

Package sizes: 10 cc., wiih diluent 
50 cc. 

Incorporated, Philadelphia 2, Pa. 


Distribuidores: FRANCISCO N. CASTAGNET. INC. 
P. O. Box 2506 * San Juan, P. R. 




LO ULTIMO EN 
EL TRATAMIENTO 
DE LAS ANEMIAS 


‘ T r í n s i c o n ’ 



(Concentrado Hematínico con 

Factor Intrínseco, Lilly) 

Nueva Fórmula 

Parte fiel contenido de vitamina B 12 y factor intrín¬ 
seco se halla ahora en el nuevo complejo oficial de- 

Más Potente 

signado como: Vitamina IÍ 12 con Concentrado de 
Factor Intrínseco, F. E. U El potente Concentra- 

Que Nunca 

<lo Hepático Gástrico Especial, Lilly, sigue siendo 
un Ingrediente principal en la nueva fórmula. 

Posología: En cualquier anemia tratable, sólo 2 

cápsulas al día. 

Cada Cápsula 

Co>ncentra|do Hepático Gástrico Especial, Lilly 

(Contentivo del Factor Intrínseco) 150 mg 

Suministra 

Vitamina IÍ 12 con Concentrado de Factor 

Intrínseco, F\ E. U. 

M: Cuidad F. E. C. (oral)* 

Vitamina B 12 (Equivalente de actividad) 7.5 meg 


Sulfato Ferroso Anhidro 300 mg 

Acido Asrórblco 75 mg 

Acido Fótico l mg 

*Cna unidad F.E.C. diaria produce una respuesta 
típica en los casos término medio de anemia per¬ 
niciosa sin complicaciones 

Presentación: Este producto se suministra en fras. 
eos de 30 y 500 cápsulas (\*o. 2). 



CALIDAD - INVESTIGACION - INTEGRIDAD 


Eli Lilly Pan American Corporation 
Indianapolis 6, Indiana, E. U. A. 
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SO SIMPLE AND TROUBLE FREE 



MECHANICAL STAGE 


For the man who uses microscopes day aftet 
day, year after year, only the simple construc- 
tion of the A O Spencer "Pinch-Grip” Mechani- 
cal Stage ofFers such ease of operation, safety 
to slides and durability. 

Slight pressure between forefinger and 
thumb opens the gripper arm without jarring 
the stand or disturbing mechanical stage set- 
tings. Upon release, the arm returns smoothly 
— holds slides firmly without injury. An extra- 
long coil spring permanently provides just the 
right tensión. 

This AO design for the microscopist is ap- 
parent also in the renowned Spencer Optics, 
dust-proof, dual-cone nosepiece, "autofocus”, 
custom tensión adjustment, "full-field” illumi- 
nation, convenient arrangement of Controls, and 
many other features. But test the many advan- 
tages of AO Spencer Microscopes yourself. Ask 
your AO Spencer distributor for a demonstra- 
tion 



1NSTRUMENT DIVISION • BUFFALO 15. NEW YORK 


Representantes Exclusivos: 

PUERTO RICO OPTICAL COMPANY 

San Francisco #363 - San Juan, P. R. 




















































toen Colcícop Contoms: 
DICALCIUM PHOSPHATE . 290 mg 

CAICIUM GLUCONATE.190 mg 

VITAMIN D (Irr. Yeost). .375 USP Unit 


CO a A 1 

IOS ANGELES • CALIFORNIA i» 


CALIFORNIA ; 


also with IRON 


encourag e 

Patienl-Doctor Cooperation 
When Calciuin Therapy is Prescribed 

Mental anxiety, when induced by aversión 
to prescribed therapy, adds to the patient’s 
physical distress. Óbjcction to calcium 
may be overeóme by substituting dosage 
in more agrceable form. CALCICAPS... 
an easy-to-swallow, capsule-shaped 
tablet... provide suitable supplemcnt for 
young or oíd, where diagnosis reveáis a 
dcficiency in calcium and phosphorus. 

Calciwafers are a pleasant tasting 

wafer containing double the poteney of 
CALCICAPS. 

Calcicaps with Iron are especially 

suitable in pregnaney, when the need for 
calcium, phosphorus and iron increases. 

Calcicaps, Calciwafers and 

Calcicaps with Iron contain an ade- 

quate amount of VITAMIN D essential 
for calcium absorption. 

CALCIWAFERS Each wafer contains: 
Dicalcium Phosphate 580 mg. 

Calcium Gluconatc 380 mg. 

Vitamin D 750 USP Units 

Boxes of 50 and 250 

CAICICAPS Each Calcicap contains: 
Dicalcium Phosphate 290 mg. 

Calcium Gluconatc 190 mg. 

Vitamin D 375 USP Units 

Bottles of 100 and 500 

CALCICAPS with IROM Each Calcicap with 
Iron contains: 

Dicalcium Phosphate 290 mg. 

Calcium Gluconatc 190 mg. 

Ferrous Gluconatc 64 mg. 

Vitamin D 375 USP Units 

Bottles of 100 and 500 


Los Angeles, Californio 


JOAQUIN BELENDEZ SOLA, INC. 
P. O. Box 1188 — San Juan, P. R. 
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For more than forty years, 
milk and Dextri'Maltose 
formulas have been used by 
physicians everywhere with 
^ consistently good results. 

No other carbohydrate 
used m infant feeding has 
a comparable record of 
medical acceptance and 
clinical effectiveness. 



Dextri'Maltose No. 1, for 
routine infant feeding, is the 
basic Dextri'Maltose product. 
Dextri'Maltose No. 2, 
especially for premature 
infants, contains 50 mg. 
ascorbic acid per ounce. 
Dextri'Maltose No. 3, to aid in 
counteracting constipation, 
contains 3% potassium 
bicarbonate. 

A formula supplying 20 calones 
per fluid ouncc is easily 
prepared with 1 parí 
evaporated milk and 2 parts 
water, plus 1 tablespoon 
Dextri'Maltose to each 
5 ounces 



Dextri-Maltose 


MEAD JOHNSON & COMPANY 

EvonsvMIe 21,lnd., U.S.A. 


P. O. Box 3081 — San Juan, P. R. 

















La dosis pequeña requerida significa 

una gran economía en el tratamiento y 

garantiza ausencia de efectos secundarios. 


El AP acthar Gel administrado por vía subcutánea o 
intramuscular proporciona un alivio rápido, aun de ios 
dolores más severos, especialmente en los estados agu¬ 
dos de la Bursitis y Tendinitis. 

Al revés de las infiltraciones con procaína o narcóticos 
el ap acthar Gel no se limita simplemente a amortiguar 
el dolor sino contrarresta efectivamente la reacción 
inflamatoria, así como la hinchazón y edema concomi¬ 
tantes. Hasta los depósitos de calcio pueden desaparecer 
con su administración.t 

tSleinberg. C. L, and Roodenburg, A. 1.: J.A.M.A. 149:1458, 1952. 


THE ARMOUR LARORATORIES 

CHICAGO 11. ILLINOIS. E.U.A. 
DIVISION D £ ARMOUR ANO COMPANY 


APACTHAto 

•ALTAMENTE PURIFICAOO (EN GELATINA/ 

ACTHAR ® ES LA MARCA QUE DISTINGUE A LA HORMONA ADRENOCORTICOTROPA 
(CORTICQTRQPINA, ACTH) OE ARMOUR. 


Distribuidores: LUIS GARRATON, INC. 
Fortaleza 332 - Tel. 3-1593 - Apartado 2981 - San Juan. P. R 




H E X A M I N 



is found SATISFACTORILY EFFECTUAL ¡n the 

management of 

ESSENTIAL HYPERTENSION 


Each tablet provides: 


MANNITOL HEXANITRATE _ 35 mg. 

Vasodilator of choice, gradually lowering the pressure 
30-40 mm., lasting 4-6 hours. 

SODIUM NITRITE _ 15 mg. 

for relaxation of small blood vessels. 

RUTIN _ 20 mg. 

to increase resistance of capillary walls. 

AMINOPHYLLINE _100 mg. 

as a diuretic in cardiac and nephrotic edema. 

PHENOBARBITAL _ 10 mg. 


mild dosage, to help allay anxiety and decrease tensión. 

HEXAMIN, a rational combination of useful drugs, produces 
safe, gradual and longer lasting lowering of blood pressure. 

Bottles of 50 and 100 tablets 
Physicians’ Samples and Literature on request. 


Exclusive Distributors: 
JOAQUIN BELENDEZ-SOLA INC. 

P. O. Box 1188 Tel. 3-5010 

San Juan, Puerto Rico 









The primary concern of the 
dermatologist is embodied in the 
dictum, “Primum Non Nocere,” 
meaning “ First do no harm .” 1,2 

A major attribute of Desitin 
Ointment is its non-sensitizing, 
non-irritant, non-toxic 4 ' 6 quality 
even when applied over extensive, 
raw skin areas. To soothe, protect, 
lubrícate, and áccelerate healing 
... without causing “therapeutic” 
or “overtreatment” dermatitis 




OINTMENT 


rich in cod liver oil 


in diaper rash • wounds (especially slow healing) 
UlcerS (decubitus, varicose, diabetic) • blims 

dermatoses • rectal irritation 



Tubes of 1 oz., 2 oz., 4 oz., and 1 Ib. jars. 


May we send samples and literature? 

DESITIN CHEMICAL COMPANY • 70 Ship Street, Providence 2, R.I. 

i. 

1. Overall, J. C.: Southern M. J. 47:789, 1954.2. Editorial: New England J. M. 246:111, 1952. 

3. Grayzel, H. G., Heimer, C. B., and Grayzel R. W.: New York St. J. M. 53:2233,1953. ^ 

4. Heimer, C. B., Grayzel, H. G., and Kramer, B.: Archives of Pediatrics 68:382, 1951. w 

5. Behrman, H. T., Combes, F. C., Bobroff, A., and Leviticus, R.: Ind. Med. & Surg. 18:512, 1949. 

6. Turell, R.: New York St. J. M. 50:2282,1950. 


Distribuidores: COMERCIAL GODEL - Calle Europa 802 
Tel. 3-1061 - Santurce, P. R. 

P. O. Box 1081 - San Juan, P. R. 





















Now ... a totally new nonbarbiturate hypnotic-sedative! 


a good night’s sieep wnn ciear awaKe 

DORIDEN 


(giutethimide Ci 




In most cases— 

Rapid onset—15-20 minutes 
Lasts 4-8 hours 
No hangover 

i . ■ i , ’■ , , 

Do3age: 0.25 to 0.5 Gm. before bedtime. 
Scored 0.25- and 0.5-Gm. tablets. 


C I B A Summ,t,N.J 







^áiMooul potent 



Acetazolamida LEDERLE 

Un nuevo diurético oral , . . 

No es mercurial ni derivado de xantina 


El DIAMOX, ampliamente probado y comprobado ya 
en clínicas y laboratorios, es un nuevo producto que 
se indica para el régimen del edema de pacientes cardíacos 

Administrado todas las mañanas, redunda en una 

copiosa diuresis que dura de 6 a 12 horas 

(sin interrumpir el descanso nocturno del paciente). 

El DIAMOX no es un irritante gastrointestinal ni renal. 

El DIAMOX no produce efecto tóxico cumulativo, 
ni cuando se lo administra, como se 
recomienda, durante un período indefinido. 

Viene en tabletas ranuradas de 250mg para uso oral 


un timbre de honor 


•Morea registrado 


LEDERLE LABORATORIES DIVISION 

CYANAMID INTER-AMERICAN CORPORATION 

49 WEST 49TH STREET, NEW YORK 20, N. Y. 










New., .the first 
broad - spectrum antibiotic 
for intramuscular 
injection •.. 


TRAOCMAPK Of'cVlAS. PFIJCP l CO.. INC. 



Terramycin* Intramuscular 

(brnnd of oxytetracycline) 


easy parenteral administration 

prompt broad-spectrum antibiotic action 
well tolerated 


TERRAMYCIN INTRAMUSCULAR 
is ávailable in one-dose vials 
containing 100 mg. of stfrile 
TERRAMYCIN Hydrochloride. 

The dosage is 200 to 400 mg. daily, 
givén in divided doses 
of 1P0 mg. each at 
6 to 12-hour intervals. 


Solé dislributors . 


Representirig 

ffi 


QífLv/f/'á 


807 E 
























ütlOH* 

ravenous 


ornuscu»^ 




to relieve nausea and vomiting 
of pregnancy and in adoles- 
cent acné 


pyríbexin 


(Pyridoxine HCI **■ Thiamine Chloride) 
Each 1 cc contains: 

Vitamin Bl ...50 mg 

Viiamin B6.50 mg 

VIALS OF 10 cc 


IROBLEX 


rom io 


tor use in nypoc 
tri+ional anemias 


(Iron - Liver - B Complex) 
Each cc contains: 

Thiamine HCl (Bl) .100. 

Riboflavin (B2) . O.í 

Pyridoxine HCl (B6) . 1. 

NICOTINAMIDE . 50. 

IRON CACODYLATE . 10. 

LIVER (10 U.S.P. UNITS 

PER CC) . o.; 

Phenol (As preservative) 0.5% 

VIALS OF 10 cc 


Improved 


Formula 


NION CORPORATION los angeles 38, california 

JOAQUIN BELENDEZ SOLA, INC. 

P.O BOX I 188, SAN JUAN, PUERTO RICO 













































Distribuidores: COMERCIAL GODEL - Calle Europa 802 
Tel. 3-1061 - Santurce, P. R. 

P. O. Box 1081 - San Juan, P. R. 


Salicylates and cortisone have coni- 
plementary action when combined .., 


Smaller doses of each are sufficient to 
produce a therapeutic response equiv¬ 
alen! to massive cortisone therapy. 
With smaller doses, side effects are 
absent, thus permitting SALCORT 
therapy over a prolonged period. 
THERE ARE NO WITHDRAWAL 
PROBLEMS WITH SALCORT. 


Salcort provides safe, dependable re- 
lief ¡n arthritic affections. Early func¬ 
ional ¡mprovement and a sense of well 
being are significant in a large per- 
centage of patients. 


Each tablet contains: 

Cortisone Acétate .2.5 mg. 

Sodium Salicylate .0.3 Gm. 

Aluminum Hydroxide Gel, dried.0.12 Gm. 

Calcium Ascorbate ... 60 mg. 

(equivalent to 50 mg. ascorbic acid) 

Calcium Carbonate . 60 mg. 


professional literature and sample 
available on request 


THE $. E. MASSENGILL COMPAN Y 

BRISTOL, TENNESSEE 


















































RAPI D CURES 

of urinary tract infections 
prevent permanent kidney damage 

Infections of the lower urinary tract rarely remain 
localized for any length of time. The kidneys are 
often invaded rapidly unless effective treatment 
is instituted immediately. Henee, the choice of the 
first drug used may decide the fate of the kidneys. 

W 11 OR ID KT 'oí 1 II N* 

brand of n i t r o fu ranto i n, Eaton 

Furadantin is unique, a new chemotherapeutic 
molecule, neither a sulfonamide ñor an antibiotic. 


rapio action. Within 30 minutes after the 
first Furadantin tablet is taken, the invaders are 
exposed to antibacterial urinary levels. 


wide antibacterial range. Furadantin 

is strikingly effective against a wide range of clini- 
cally important gram-negative and gram-positive 
bacteria, including strains notorious for high 
resistance. 


Scored tablets of 50 mg. Bottles of 50 and 250. 

Scored tablets of 100 mg. ^51^ Bottles of 25 and 250. 



Also available: Furadantin Pediatric Suspensión, con- 
taining 5 mg. of Furadantin per cc. Bottle of 4 fl. oz. 


THE NITROFURANS— 

A UNIQUE CLASS 
0F ANTIMICROBIALS 
PRODUCTS 0F 
EATON RESEARCH 



HORWICH, NEW YORK 


Distribuidores: CESAR CASTILLO. INC., Edificio Camaleglo 
Avenida Muñoz Rivera 70 - Hato Rey, Puerto Rico 













333 COLOMBIA STRBCT, RÍNSSCIACR. NfW YORK 


PHARMACEUTICAL CO., INC. 


Each cc. of COBADEN contains: 

Adenosine-5-Monophosphoric acid.25 mg. 

Cyanocobalamin.60 mcg. 

Benzyl Alcohol.1.5% 

Injection water q.s. 


In an extern i ve clinical investiga tion 
conducted by five well qualified physi- 
cians, treatment with Cobaden, a 
unique combination of adenosine-5- 
monophosphate and cyanocobalamin, 
. was successful in terms of pain- 
relief, restored mobility and diminished 
swelling and tenderness in 66 of 70 
patients ... with osteoarthritis, polyar- 
ticular pain, polyarthritis, tendinitis 
(bursitis), musculofasciitis, tenosynovitis, 
peripheral neuritis (sciatica) and dia- 
betic neuropathy.” 1 


Representative for Puerto Rico 
A. F. LEGRAND, Ph.G. 

P. O. Box 9022 — Santurce 29, P. R. 















How Carnation 
protects the baby’s formula 
from farm to bottle 


Guards Your Recommendation 5 Important Ways 

The physician is assured Carnation guards his recommen¬ 
dation with extreme care. From raw milk to grocer’s 
shelf, Carnation constant quality control safeguards 
uniform high quality, freshness, and nutritive valúes. 


1. From the famous Carnation Farms near Seattle, cattle 
from world-champion bloodlines are shipped to sup- 
plier herds to help improve the Carnation milk supply. 


2 . In the Carnation laboratories, continuing research 
guards the purity and nutritive valúes of Carnation 
Milk—develops new and improved processing methods. 



3. Carnation supplier herds and equipment are inspected 
regularly by Carnation Field Service Men. Only milk 
meeting Carnation’s high standards is accepted. 


4. Every drop of Carnation Milk is processed solely by 
Carnation, in Carnation’s own plants, to Carnation’s 
high standards, assuring high quality and uniformity. 



5. Carnation store stocks are date coded and inspected 
regularly by Carnation salesmen to assure freshness and 
high quality whenever a mother makes her purchase. 


THE MILK EVERY DOCTOR KNOWS 


A NEW IDEA! 

More and more physicians are 
suggesting the use of reconsti- 
tuted Carnation Milk during the 
transition from bottle to cup, to 
avoid digestive upsets and en- 
courage baby's ready accept- 
ance of milk from the cup. 















Parke, Davis & Compañía 

tiene el honor de participar 
que ya se encuentra dsponible la 

Vacuna contra la Poliomielitis 

en su Sucursal de Puerto Rico 
desarrollada y preparada como 
parte del mayor estudio sobre inmunización 
realizado hasta la fecha. 

Vacuna contra la Poliomielitis 

Parke-Davis 

muy purificada - contenido proteínico extremadamente 
bajo - esterilidad preservada con Parofenol, 
sin afectar la antigenicidad. 

Administración: 

Tres inyecciones intramusculares de 1 cm cada una en 
el brazo; la segunda, una semana después de la primera; 
la tercera, cuatro semanas después de la segunda. 

Envase: 

Frascoampollas de 3 cm (3 inyecciones - 1 inmunización) 
y de 9 cm' (9 inyecciones - 3 inmunizaciones). 





Intact food celi, characteristic of 
straíned foods. The nutrimer.t is 
retained wifhin the cellulose fiber 
capsule as a strucfural unit. 


After homogenization: The cap¬ 
sule is ruptured and comminuted, 
the nutrimenf is released—sub- 
divided — and dispersed,' ex- 
posing a large surface area to 
the action of digestive ¡uices. 


• •. EASIER DIGESTIBILITY 
...SMOOTHER TEXTURE 

In the preparation of vegetables and fruits as baby foods, 
bome-sieving and commercial straining produce a rela- 
tively fine subdivisión of the cooked food. Under the 
microscope, foods so prepared are characterized largely 
by the predominance of readily identified intact food cells 
and by long coarse cellulose fibers. 

To accomplish a still finer subdivisión . . . one more 
suitahle for early supplementation of the infant’s milk 
diet. .. Libby places strained foods through an additional 
process — homogenization — and thus advantageously 
changes their physical structure. In this manner, the 
finest practicable subdivisión of the vegetable cell is 
attained, and the contained nutriment becomes homo- 
geneously dispersed throughout the mixture. 

In consequence, Libby’s Baby Foods present greater 
nutrient availahility, easier digestibility, smoother tex- 
ture; tliey can be bottle-fed as part of the "formula” with- 
out perceptibly retarding the rate of flow through a nipple 
opening of normal size; they may be fed . . . and are well 
tolerated ... as early as the fifth week of life. And their 
cellulose content, comminuted to bland ultra-small par¬ 
tióles, maintains an unimpaired "bulk” action. 

Libby, MíNeill & Libby 

Chicago 9, Illinois 




Beets • Carrots • Green Beans • Peas 
Spinach • Vegetable Soup • Mixed 
Vegetables • Garden Vegetables • Liver 
Soup • Vegetables with Beef • Atiples 
& Apricots • Apples & Primes • Apple 
Sauce • Peaches • Peaches-Pears- 
Apricots • Prunes (With Pineapple iuice 
and Lemon .Iuice) • Custard Pudding 

Vegetables with Bacon • Vegetables 
with Lamb • Apricots-Fariña • Pears & 
Pineapple • Banana Pudding 

Thelastfive ítems not yet submíaed to the Council on 
Foods and Nutrition. Alt other ítems Council Accepted. 


HOMOGENIZED BABY FOODS 










drenosem 




Salicylate 

(brand of carbazochrome salicylate ) 

THE MISSING UNK IN THE CONTROL OF BLEEDING 


PREOPERATIVELY • where oozing and seepage from a vascular 
bed is anticipated 

POSTOPERATIVELY • to prevent seepage and hemorrhage 

TONSILLECTOMY-ADENOIDECTOMY • RETINAL HEMORRHAGE • EPISTAXIS 
DENTAL SURGERY • HEMATURIA 
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Salicylate (brand of carbazochrome salicylate ) 


BIBLIOGRAPHY 

While the hemostasic action of epinephrine and related compounds has been 
recognized for a long time, certain characteristics limited their usefulness. A product 
of the metabolism of epinephrine seemed to offer the most promise. Given the ñame, 
Adrenochrome, this compound was studied extensively in both European and 
American centers. The handicap to wide use of Adrenochrome was its instability, 
so eíforts were directed to find a stable modification that would retain the physio- 
logical activity. The answer to this pro ved to be the monosemicarbazone of Adreno¬ 
chrome. Further research demonstrated that this compound could be made soluble 
enough to be practicable as an injectable solution, by transforming it to a sodium 
salicylate complex. This process has made possible Adrenosem Salicylate, a potent 
therapeutic agent which filis an important need in medicine. 

1 Pappenheimer, John R.: Passage of molecules through capillary walls, Physiol. 

Rev. 33:387-423, 1953. 

2 Fulton, M. D., Department of Biology, Boston University: Personal communi- 
cation, 1954. 

3 Sherber, Daniel A.: Adrenochrome complex in the control of bleeding, Am. J. 

Surg. 86:331-335, 1953. 

4 Roskam, J.: Arrestof Bleeding, Chas. C. Thomas, Publisher, Springfield, III., 1954. 

5 Peele, J. G.: Adrenosem in the control of hemorrhage from the nose and throat 
(in press). 

6 Bourgoyne, J. R. and Riddle, A. C., School of Dentistry, University of Tennessee: 

Personal communication, 1954. 

S U P P LY 

Ampuls, 5 mg., 1 cc.: packages of 5. 

Tablets, 1 mg. (s. c. orange ): bottles of 50. 

Tablets, 2.5 mg. ( s. c. yellow): bottles of 50. 

Syrup, 2.5 mg. to each 5 cc. (1 teaspoonful): 4 oz. bottles. 


• preoperatively to control oozing during surgery and provide clearer operative fíele 
one to two ampuls (5 to 10 mg.) every two hours prior to surgery for two doses. 

• postoperatively to prevent hemorrhage and check oozing: 

one to two ampuls (5 to 10 mg.) every two hours until there is no indication of und 
bleeding. To maintain control, one ampul may be administered every three hours 
1 to 5 mg. orally t.i.d. 

• to control active bleeding: 

one ampul (5 mg.) every two hours until bleeding is controlled; frequeney of dose m< 
then be diminished. 


o to control mild, low-grade bleeding: 

one ampul (5 mg.) every three or four hours until bleeding is controlled; then 1 to 5 
orally four to five times daily until bleeding ceases. 

• maintenance dosage to prevent bleeding in conditions where small vessel integrity ma 
be impaired: 

1 to 5 mg. orally t.i.d.; if bleeding ensues, dosage may be increased 1 to 5 mg. orally ev 
three or four hours; if bleeding persists, oral dosage should be supplemented with o: 
ampul (5 mg.) daily. 

o pediatric dosage: 

up to four years of age—1 mg. intramuscularly or orally with same frequeney as f 
adults, until bleeding is controlled. From four to twelve years of age—one-half the ad 
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THE PROBLEM OF RHEUMATIC ACTIVITY*. 

EVALUATION OF ,SOME LABORATORY METHODSj 

RAMON M. SU ARE A and RAMON M. JUAREZ JR.** 

(With the technical collaboration of Mr. Luis Saldaña) 

The diagnostic criteria for rheumatic fever as given by Jones 1 
in 1944 still hold good. These criteria divide the manifestations of 
rheumatic fever into major and minor manifestations. 

Among the major manifestations, Jones ineludes carditis, ar- 
thralgia, chorea, subcutaneous nodules, and a verified history of 
previous rheumatic fever. For the latter, there are fever, abdo¬ 
minal or precordial pain, erthema marginatum, epistaxis, pulmo- 
nary changes, and laboratory abnormalities. As laboratory ab- 
normalities, Jones mentions eloctrocardiographic changes, micro- 
cytic anemia, elevated leucocyte ccunt, and an increased sedimen- 
tation rate. Diagnosis can be established by any combination of 
the major manifestations, or by the combination of at least one 
major and two minor manifestations. He also claims, and rightly 
so, that the presence of rheumatic heart disease increases the 
diagnostic significance of the minor manifestations, when no other 
cause for such manifestations exists. 

With these diagnostic criteria in mind, it is relatively easy to 
cs'ablish a diagnosis of rheumatic fever. However, after the diag¬ 
nosis has been established and the patient is under medical man- 
agement, and/or has developed valvular heart disease and surgical 
intervention is being contemplated, the detection of activity be- 
comes an important problem. 

In some patients there will remain always obvious clinical signs 
and symptoms of active rheumatic fever, and these should settle 
Ihe matter. For others, the laboratory has proved of some help. 
The fact that cver a dozen laboratory tests are being presently 
used to determine rheumatic activity seems to indícate that there 
is still ampie ground and need for more specific and sensitive pro- 
cedures. 

Among the most commonly used laboratory tests for rheu- 

* Studies performed under the auspices, and in the laboratories of Funda¬ 
ción de Investigaciones Clínicas (FIC), Santurce, Puerto Rico. 

** From the staff of Hospital Mimiya, Santurce, Puerto Rico. 
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matic activity, I shall mention the following twelve but shall limit 
Ihe discussion to our experience with the first five: 

1. Total leucocyte count. 

2. Erythrocyte sedimentation rate. 

3. Serum antistreptolysin 0 titer. 

4 . Serum C-reactive protein. 

5. Skin sensitivity to Trafuril ointment. 

6. Weltmann serum coagulation reaction. 

7. Determination oí serum mucoprotein. 

8. Measurement oí nonspecific hyaluronidase inhibitor in the 
serum. 

0. Measurement oí serum complement. 

10. The bactericidal activity oí the blood versus B. subtilis. 

11. A serum precipitation reaction with a quaternary ammo- 
nium salt. 

12. Diphenylamine color reaction with serum. 

Leucocytosis. A leucocytosis oí 10,000 to 16,000 per cubic 
millimeter, caused by a relative and absolute increase in polymor- 
phonuclear leucocytes, is a common finding in active rheumatic 
fever. There is a shift to the left in the number oí nonsegmented 
neutrophils by the Schilling count. Prior use oí penicillin and other 
antibiotics, as well as salicylate therapy, may lower the leucocyte 
count, but it is a well known fact that rheumatic activity may per- 
sist even after the leucocyte count has decreased to a normal 
figure. Leucocytosis, although useful, is therefore not a sensitive 
and reliable Índex oí rheumatic activity. 

Erythrocyte sedimentation rate. The sedimentation rate oí 
red blood cells increases in rheumatic fever, because of increased 
rouleaux formation of the erythrccytes. In one hour the column 
of plasma by the Westergren’s method may rise from 90 to 130 mm. 
Valúes below 15 mm. are considered normal. Due to its simplicity 
and relative reliability, this test is the most widely used single 
lest for rheumatic activity. It has proved useful as an Índex of 
• he progress and adequacy of supressive therapy. 

Its deficiencies and limitations are numerous, however. In the 
first place, an increase in sedimentation rate is not specific for 
rheumatic fever, for it is a common finding in most infectious 
diseases. It may be normal or equivocal in the presence of low 
grade activity, but becomes normal in the presence of successful 
saücy’ate or hormonal therapy. It may, in some cases, remain in¬ 
creased long after all other evidences of activity has disappeared, 
and fall to normal in congestive heart failure, even in the presence 
of active infection. 

Antistreptolysin 0 titer. The first studies of antistreptolysin 
titer carried out in Puerto Rico were those of Morales Otero and 
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Pomales, at the School of Tropical Medicine. Their studies were 
mainly related to cases of recurrent tropical lymphangitis. The 
test is simple to accomplish now that the reagent, streptolysin 0 
antigen, has become commercially available.' 

We performed 218 such tests in 1953 (Fig. 1) and an addition- 
al 32 in 1954, or a total of 250. Our results in a group of 105 
healthy adults, 52 healthy children, 33 cases of rheumatic valvular 
heart disease, and 28 cases of miscellaneous diseases, including one 
case of acute rheumatoid arthritis, were reported at the annual 
meeting of the Puerto Rico Medical Society in December 1953, 
but they have not yet been published. 

There was no significant difference between the antistrepto- 
lysin 0 titers found in healthy Puerto Ricans and those reported 
for similar groups in continental United States. It seems now that 
streptococcal infections are probably as frequent here as they are 
in more northern ciimates. 

In the group of 105 healthy adults, the average antistrepto- 
lysin 0 titer was 55 units; in 52 healthy children, 133 units; in the 
í‘roup of patients suffering from various diseases, it was 152 units, 
and in 33 subjects showing rheumatic valvular heart disease 
(mostly clinically inactive), the average was 169 units. 



FIG. 1. AMTISTQ=.PTOLYSlN 0 T1TEQ.S IM 218 PUEQTO 
R.1CAMS STUDIED IM 1953. 


t Diíco Laboratories, Detroit, Midi. 
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Several investigators-- a ’ 4 have discovered that infants and 
very young children show a low incidence of antibody response 
following streptococcal infections. In the group studied by us, 
there were no infants and no children below the age of 5, but it 
might be interesting to note that the antistreptolysin 0 titers 
were definitely lower in healthy adults than in healthy children. 
Fig. 1 shows that 76/ of the adults and only 35% of the children 
showed titers below 50. If we consider titers of 250 or above to be 
abnormal, it will be observed that only 1% of the healthy adults, 
13% of the healthy children, 18'/ of patients suffering from 
various ailments, and 8% of cases of rheumatic valvular disease 
showed high or abnormal antistreptolysin titers. In the two groups 
of healthy subjects, no titer higher than 333 units was observed. 
In the group of miscellaneous diseases, one patient suffering from 
pneumonía showed a titer of 500 units, and a titer of 833 units 
was obtained in a man suffering from acute rheumatoid arthritis. 
The highest antistreptolysin 0 titer (1,250 units) was observed in 
a young man of 17 suffering from acute rheumatic carditis and 
valvular heart disease. 

It has been established on sound clinical basis that a definite 
relationship exists between streptococcal infections and rheumatic 
íever. It has been shown within the last few months that a strepto¬ 
coccal proteinase isolated in 1950, produces severe damage to the 
heart muscle and valves without injuring or affecting other or- 
gans, when injected into the experimental animal. Wood and 
McCarty 5 reported that 92% of rheumatic íever patients studied 
gave antistreptolysin 0 titers of 250 units or above, a few going 
as high as 4,000 and more units. 

Of 28 cases suspected of having rheumatic fever and referred 
to us for diagnosis and clinical evaluation, (Table 1), only six 
showed titers of 250 or above. C-reactive protein was present in 
íive of the six cases. 

Antistreptolysin 0 titers below 250 units were seen in 22 cases. 
C-reactive protein was present in 10 and absent in 12 of them. 
In none of the cases showing titers below 50 units could C-reactive 
protein be detected. There was, therefore, some correlation be¬ 
tween the degree of antistreptolysin 0 titer and the presence or 
absence of C-reactive protein in the higher and in the lower group 
of antibody reactors, but there was a considerable number of 
patients in whom such correlation could not be established. 

It is an accepted fact that the absence of a significant rise 
in the antibody titer does not exelude a recent streptococcal in- 
fection or rheumatic fever. The method has, therefore, many li- 
mitations. It is more useful in the diagnosis of early rheumatic 
fever, especially when an increase in the titer is obtained on re- 
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TABLE I 


Cases 

C-reactive 

Protein 

Antistreptolysin 

0 titers ( Units) 

1 — R. F. G. 

+ 

500 

2— B. A. C. 

+ + 

250 

3— R. J. 

+ + 

250 

4— V. L. 

_|-[- 

250 

5— U. F. G. 

+ + 

333 

6— J. M. C. 

0 

250 

7— N. L. 

+ •+ 

166 

8— J. L. 15. 

+ 

125 

9— M. 

+ + 

166 

10— E. C. C. 

0 

100 

11— R. R. 0. 

+ 

125 

12— M. R. 

+ 

125 

13— I. H. G. 

0 

125 

14— C. M. J. 

+ + 

100 

15— E. G. 

- 1 - + 

166 

16— L. C. 

+ 

100 

17— K. 0. A. 

0 

50 

18— J. T. V. 

+ 

50 

19— F. C. 

+ 

50 

20— K. O. 

0 

50 

21— E. S. A. 

0 

50 

22— M. R. 

0 

12 

23— 1. J. 

0 

12 

24— 1). P. 

0 

12 

25— C. L. A. 

0 

12 

26— I . R. 

0 

12 

27— M. N. 

0 

12 

28— 1 . 0. 

0 

12 


peated testing of the patient’s serum, but it is not practical for a 
definite determination of rheumatic activity. 

C-reactive Protein. This protein, which is not normally prer 
sent in the blood of human beings, appears in response to a number 
of inflammatory stimuli as well as in viral and neoplastic condi- 
tions, and may be identified by its capacity to form a precipítate 
with the somatic C-polysaccharide of the pneumococcus. Several 
investigators claim that it is at present the most sensitive test 
of rheumatic activity, and with the availability of the specific 
rabbit antiserum/ the test is being extensively used in various la- 
boratories. 

One of the advantages of the C-reactive protein test, accord- 
ing to Wcod and McCarty/’ is that “normal subjects give com- 
pletely negative reactions and there is no ‘normal range’ to com¬ 
plícate interpretation.” 

It should be remembered that chorea, erythema marginatum, 
t Produced commercially by Sehieffelin and Oo., New York. 
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subcutaneous nodules and Aschoff bodies in the auricular appena- 
ages may be present without causing the appearance of C-reactive 
protein and that adequate hormonal and salicylate • therapy in¬ 
duces a return to normal of both the sedimentation rate and C- 
reactive protein. 

Trafuril Skin Test. Influenced by the work of Nassim and 
Banner in England, Streitfeld and Saslaw, 8 of the National Chil¬ 
dren’ Cardiac Hospital at Miami, Florida, studied a number of 
healthy children and children suffering from congenital and from 
active rheumatic disease. Skin response to the topical applica- 
tion of a vaseline-lanolin ointment, containing 5% of the rube- 
íacient tetrahydrofurfuryl ester of nicotinic acid, 1+ was tested. 

A cutaneous hyperemia and/or edema was produced in nor¬ 
mal subjects and in those with congenital heart disease or non- 
rheumatic conditions. Twenty of 22 patients with active rheumatic 
disease failed to show the typical hyperemia. Inactive rheumatics 
and patients whose activity had been supressed by cortisone or 
aminopyrine gave typical hyperemic reactions. 

This test is so simple, innocuous, and rapid that, if confirmed 
as sensitive enough in a large enough number of cases it should 
prove of great practical help. 

We have performed 25 such tests on the same number of 
patients suspected of rheumatic fever or of rheumatic heart di¬ 
sease. Only four failed to show skin hyperemia at the site of 
inunction and all four were found to be suffering from active 
rheumatic fever. The other showing definite skin hyperemia, 
spread zone, and/or edema had inactive valvular heart disease, 
or were suffering from diseases other than rheumatic fever. 

Thirteen patients had leucocyte counts, sedimentation rate, 
determination of antistreptolysin 0 titer, and of C-reactive pro¬ 
tein as well as skin sensitivity to Trafuril ointment. Table 2 shows 
the findings for the last three tests. 

It will be seen that there is apparently no good correlation 
between the results obtained with the three tests. Cases 8 and 
11 showing the highest antistreptolysin 0 titers (250 and 333 
units, respectively) and the presence of C-reactive protein gave 
typical skin hyperemia, which is usually observed in normal or 
nonrheumatic subjects. Cases 1, 4, 6 and 7 showed absence of 
C- reactive protein, low antistreptolysin 0 titers indicative of in¬ 
active or suppressed rheumatic fever, but the skin test was typical 
in two and negative or atypical in the other two cases. 

Case 1, a girl suffering from acute rheumatic carditis show¬ 
ing signs and symptoms of activity and who died shortly after, 


tt Supplied by Ciba Pharmaceutical Products. Summit, N. J., under the trade 
ñame of Trafuril. 
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TABLE II 


Cuses 

C-reactive 

Protein 

Antt&treptolysm 
t) titers (Units) 

Trafuril Skin 
Reaction 

1— M. R. 

0 

12 

0 

2— N. L. 

+ + 

166 

+ + + 

3— J. L. B. 

+ 

125 

+ + + + 

4— I. J. 

0 

12 

+ + 

5— J. M. 

+ + 

166 

+ + 

6— E. 0. 

0 

50 

+ + 

7— E. C. 

0 

100 

0 

8— R. F. 

+ + 

333 

+ + 

9— R. R. 

+ 

125 

+ + 

10 - M. R. 

+ 

125 

+ 

11— V. L. 

+ 4- 

250 

+ + + 

12 — B. P. 

0 

12 

+ + + 

13— C. A. 

0 

12 

+ + 


gave, while under adequate full or heavy salicylate therapy a ne- 
gative C-reactive protein test, only 12 units of antistreptolysin 
titer, and no skin hyperemia wich Trafuril ointment. 

Conclusión. We have discussed the problem of rheumatic 
activity from the clinical and laboratory standpoints. 

Although the leucocytic count, the sedimentation rate, the 
determination of streptococcal antibodies and C-reactive protein 
in the patient’s serum, and the cutaneous test with Trafuril oint¬ 
ment may be of some aid there is undoubtedly need for more 
specific and sensitive tests to determine rheumatic activity. 

A careful and thorough clinical study and evaluation remain 
Ihe most important elements in the physician’s final appraisal of 
rheumatic activity. 
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THE TREATMENT OF PRIMARY TUBERCULOSIS 

IN CHILDREN- 

J 

RESULTS OF A CONTROLLER STUDY US1NG ISONIAZlDj 

/ 

JOSE E. SIFONTES, M.D* t, PRISC1LA ¿JIAZ DE GA11AU, M.D.*, 
CARLOS N. V1CENS, M.D* und RAUL ACOSTA, M.D.* 

The advent of isoniazid as a new powerful drug againsí tuber¬ 
culosis has brought new problems in regard to the indications for 
its use. Although it, is well known that therapy of primary tuber¬ 
culosis with streptomycin does not affect the course of a simple 
primary tuberculosis 1 ñor prevent its most important complication, 
meningitis, the role of isoniazid in this regard is not clearly under- 
stood. 

A brief review of the late of the primary complex-- 34 may give 
an idea of what complications we would be trying to prevent by 
giving isoniazid to children with primary tuberculosis. 

The primary complex may persist for several months and dis- 
appear usually after a year, leaving as a trace, calcifications in 
the site of the primary focus and in the draining lymph nodes. 
Commonly, during the second month after the appearance of the 
primary complex an occult hematogenous dissemination takes 
place. This may give rise to a modérate temperature elevation, 
lymphadenopathy and splenomegaly of a few days duration. This 
is responsible for many of the early complications of primary tu¬ 
berculosis usually observed during the first year of the disease. 
Such complications inelude various manifestations of hematoge¬ 
nous tuberculosis such as tuberculous meningitis, renal and osseous 
tuberculosis. Hematogenous dissemination may be massive, thus 
producing miliary tuberculosis. It may be intermittent and of 
varying dosage thus producing the picture of prolonged intermit¬ 
tent unexplained fever which characterizes protracted hematogen¬ 
ous tuberculosis. 

The primary lesión may progress locally by excavation and 
by bronchogenic dissemination. This form of locally Progressive 
tuberculosis is called Progressive primary tuberculosis. This should 
not be confused with the tracheobronchial compression produced 
by the lymph node enlargement associated with the primary com¬ 
plex. Such compression of the bronchi and trachea gives rise to 
endobronchial tuberculosis and symptoms such as severe cough, 


From the Department of Pediatrics of Alejandro Ruiz Soler Sanatorium* and 
the School of Medicine of the University of Puerto Rico.t This work was aided 
by a grant from the Committee on Medical Research of the American Trudeau 
Society, medical section of the National Tuberculosis Association. ' . 
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wheezing, stridor and respiratory distress. This may be accom- 
panied by shifting areas of atelectasis often labeled epitubercu- 
losis. These symptoms and signs are the result of mechanical 
factors and need not be associated with actual progression of the 
disease. For this reason the so called tracheobronchial form of 
priniary tuberculosis shows a surprising lack of response to che- 
motherapy. 5 

Tuberculosis of the tracheobronchial lymph nodes may extend 
to other lymph nodes of the body via the lymphatics or by hema- 
togenous dissemination. Common sites of invasión are the tonsils 
and the cervical lymph nodes. The middle ear is often invaded by 
direct extensión through the eustachian tube from tuberculous 
ádenoids. Thus it is not uncommon to observe children with cer¬ 
vical scrofuloderma, large tonsils and chronic otitis media. 

Reinfection type of tuberculosis is not uncommon among our 
children. It, may origínate from endogenous or from exogenous 
sources. The endogenous type is the most common and occurs as 
a result of activation of a dormant focus in the pulmonary ápices. 
This dormant focus is thought to have resulted from seeding to 
the ápices at the time of occult hematogenous dissemination. In 
certain cases this apical focus may be observed in the X-Ray as 
a small apical calcification which has been labeled “Simón Focus”. 

The only way to determine whether isoniazid is effective in 
preventing the complications of primary tuberculosis would be to 
set up a carefully controlled study in which treated as well as un- 
treated cases were observed under a similar environment. 

The importance of such a study specially in Puerto Rico may 
be realized from an analysis of the number of children with pri¬ 
mary tuberculosis encountered in our island. The population of 
Puerto Rico in the age group less than five years of age is around 
336,000. Rodríguez Pastor and Janer 1! have reported 19% positive 
tuberculiii reactions in this age group; Therefore, a discovery that 
isoniazid prevcnts the complications of primary tuberculosis would 
mean treating over 60,000 children in Puerto Rico before íhey 
reach five years of age. 

Because of the tremendous proportions of such an undertaking 
a careful appraisal of its advantages and disadvantages is essen- 
tial. The pros and cons may be summarized as follows: I—Argu- 
ments in favor of treating all children with primary TB. a)—Pre- 
vention of complications of primary TB. mainly tuberculous menin¬ 
gitis. b)—Possible prevention of endogenous re-infection TB. at 
a later date. II—Arguments against treatment of primary TB. 
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a)—It is not certain that such therapy prevenís meningitis. Defi- 
nitely, a short course for 3 mos. or less does not prevent menin¬ 
gitis. We have observed tuberculous meningitis in one patient who 
received a short course of streptomycin and isoniazid and we know 
of three other cases elsewhere. 7 b)—If a complication occurred 
in a previously treated patient the bacillus might have developed 
resistance to isoniazid and the patient would be unable to benefit 
from the drug. 


MATERIALS AND METHOD 

Children admitted to the Pediatrics Department of the A. Ruiz 
Soler Sanatorium were considered for the study. The following 
criteria were used for the selection of cases. 1.—Positivo tuber- 
culin. 2—Visible lesión on X-Ray of the chest either parench.vmal 
or hilar without calcifications. 3—No evidence of cavitation or 
spread. In other words, children with recent, active, primary tu¬ 
berculosis who did not have any other form of tuberculosis and 
no evidence of Progressive primary tuberculosis were selected. 

Selected cases were randomized by using tables of random 
numbers of Kendall and Smith; Cambridge University Press 1939. 
A control group was untreated. The other group was treated. 
The equivalent of the adult dose of 12 gms. of PAS and 300 
mg. of INH was used. This dose was scaled down to children 
in terms of square meters of body surface. This is equal to 7.25 
gms. of PAS and 180 mg. of INH/Sq. meter of body surface. Daily 
dosage was divided into three portions. One group of patients 
received 4 mos. and another group 12 mos. of therapy. The follow¬ 
ing laboratory procedures were performed in most of the cases. 
1—X-Rays: P.A. and lateral films were made prior to therapy and 
P.A. films monthly during therapy. 2—Sputum or gastric con¬ 
céntrate with cultures were performed before therapy and at 
monthly intervals thereafter. 3—Uriñe: Urinalysis was performed 
within 2 weeks prior to therapy and monthly thereafter. 4—Renal 
f uncí ion: NPN was done within two weeks prior to therapy and 
during the fourth month and 12th. month of therapy. 5—Blood: 
CBC was performed within 2 weeks prior to therapy and at monthly 
intervals during therapy. 6—Weight: The patient was weighed 
within 2 weeks prior to therapy and at monthly intervals during 
therapy. 

Patients were followed up in the hospital for a one year per- 
iod and an attempt was made to continué this follow up for a 
longer period of time (Table I). Tuberculin test was performed at 
the completion of therapy and at the end of one year follow up. 
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TABLE I 


DURATION OF OBSERVATION 


MONTHS: | 

2-3 

| 3-6 

1 

6-9 | 

9-12 

! 

12-15 

l 

15-21 

UNTREATED 
TOTAL 23 ¡ 

2 

G 

1 

1 

1 

2 i 

! 

3 

1 

1 


i 

i 

10 

TREATED 4 MO. | 
TOTAL 14 | 


1 

1 

1 

1 

1 

1 

3 

1 

1 

5 

i 

l 

6 

TREATED 1 YR. | 
TOTAL 15 | 

3 

1 8 

1 

1 

1 

3 | 

1 

1 

1 

1 


l 

l 



RESULTS 


Untreated Group (23 patients) 

All patients in this group are alive; more than half of these 
patients have been observed for 1 year or more. All the patients 
except one, had persistent pulmonary lesions vvith gradual regres- 
sive changes. 

Three were removed from the study because of the following 
complications which necessitated treatment with isoniazid: 

(1) Progressive primary tuberculosis (2) extensive endobron- 
chial lesions with severe toxicity (3) tuberculosis of cervical 
lymph nodes with abscess and sinus formation. No patient has 
developed tuberculous meningitis yet. All complications occurred 
during the first year of observation. 

Treated 1 mos. (14 patients) 

All these patients are alive. The pulmonary lesions persist- 
ed during therapy in all, but cleared on the fourth and fifth tri- 
mesters of observation in four patients. One patient was restarted 
on isoniazid on the seventh month of observation because of severe 
endobroncliial lesions with toxicity. In other words: four months 
of chemotherapy did not prevent endobronchial lesions. 

Treated 1 yr. (15 patients) 

All these patients are still under observation except one who 
died on the third month of therapy from purulent meningitis 
(definitely not tuberculous on autopsy) ; however, the pulmonary, 
lesión was Progressive primary with presence of mycobacterium 
tuberculosis on culture of lung material. Another patient in this 
group developed endobronchial lesions during the first trimester 
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of chemotherapy which persisted for 6 mos. despite the drugs. The 
pulmonary lesions are clearing but persist in all but two of the 
patients. 

The temperature and weight of all groups was similar ex- 
cept for those patients who developed complications in whom tem¬ 
perature elevation and failure to gain weight were noted. 

No conversions of the tuberculin reaction to negative have 
been observed yet. 

Blood studies, hepatic and renal íunction tests revealed no 
abnormalities related to the drug therapy. 

DISCUSSION 

We have no final answer for the problem of the desirability 
of chemotherapy of uncomplicated primary tuberculosis. 

The main complication which we are trying to prevent, me¬ 
ningitis, has not been observed in either treated or untreated 
groups. 

It has been estimated by Miller* that the incidence of tuber- 
culous meningitis among patients suffering from active primary 
tuberculosis is around 3 °/c. In order to prove that a given drug 
is 100'/ effective in preventing meningitis and other complications 
of primary tuberculosis it would be necessary to observe around 
700 cases approximately, half of whom would serve as Controls 
and the other would be treated. 

In our comparatively small group we have observed that com¬ 
plications occurred in three of untreated patients and in one of the 
patients following a short course of chemotherapy. No patient in 
the one year of chemotherapy group has had any complications, 
though it was shown, in the one who died on the third month of 
therapy from a nontuberculous illness, that a Progressive primary 
lesión was present at this early stage of therapy. The roentgeno- 
graphíc changes in both treated and untreated groups are similar 
although there is a suggestion that the treated patients may have 
shown clearing at a slightly faster rate. However, chemotherapy 
did not prevent endobronchial lesions. 

The evidence we have so far is not statistically significant and 
therefore insufficient to allow us to recommend chemotherapy for 
all patients with active primary tuberculosis or recent tuberculin 
conversión. However, it does serve to demónstrate the importance 
of such a study and the desirability of observing a sufficiently 
large number of patients to provide a statistically significant 
answer. 

For this reason we are about to start a study sponsored by 
the National Tuberculosis Association and the United States Public 


Vol. 47 No. 2 


Sifontes, et al: Tb. ix Children 63 


Health Service” in cooperation with twenty centers in the United 
States so that the final answer may be available perhaps within 
the next two years instead of the five or ten years it would take 
in an isolated center. 


CONCLUSIONS 

The question as to whether all children with uncomplicated 
active primary tuberculosis should receive isoniazid is not settled 
yet. 


In our series of 29 treated patients and 23 Controls, the treated 
patients had fewer complications and slightly faster roentgeno- 
graphic clearing. Tuberculous meningitis did not develop in 
either group. The small number of cases in this study provides 
results that are not statistically significant; therefore, the inves¬ 
tigaron should be continued on a much large scale. 


RESUMEN Y CONCLUSIONES 

Se estudió el tratamiento de la tuberculosis primaria activa 
con isoniacida y PAS. Se trataron 29 enfermos mientras que otros 
23 fueron casos testigos sin quimioterapia. No se observó menin¬ 
gitis tuberculosa en ninguno de los dos grupos, pero los enfermos 
que recibieron isoniacida y PAS tuvieron menos complicaciones. 

A pesar de estas observaciones no es posible todavía, llegar 
a conclusiones finales sin un aporte casuístico de mayor volumen. 
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INDUCCIÓN DEL PARTO 

/ 

J. RODRIGUEZ OLMO, M.D * 
l~ 

Entendemos por inducción del parto la terminación artificial 
de un embarazo por métodos médicos, quirúrgicos o mecánicos. La 
primera inducción de parto registrada en tiempos modernos data 
del año 1738 en Inglaterra cuando una comadrona rompió prema¬ 
turamente las membranas a una parturienta con estrechez pélvica. 
Como el mecanismo exacto por el cual se inician los dolores del 
parto es aún desconocido los métodos para inducir el trabajo del 
parto son variados y empíricos. Desde ese tiempo hasta que se 
generalizó la operación cesárea como procedimiento seguro, la prin¬ 
cipal indicación para la inducción del parto fué la desproporción ce- 
falopélvica. A principios del siglo 19 Kluge empezó a inducir partos 
introduciendo gasas dentro del cuello uterino; Simpson y Scanzoni 
inyectaban ácido carbónico en el útero; Krause en 1855 preconizó 
el uso de las bujías de goma introducidas entre las membranas y 
la pared uterina; y en el 1888 aparecieron los balones de Champe- 
tier de Ribes más tarde modificados por Voorhees. En 1925 se em¬ 
pezó a usar una vejiga de oveja que se llenaba de glicerina des¬ 
pués de introducida en el cuello uterino. En cuanto a los procedi¬ 
mientos médicos se usó por muchos años la administración de 
aceite de castor, enemas y una sal soluble de quinina el cual fué 
abandonado por haberse producido complicaciones como la sorde¬ 
ra fetal y muertes fetales cuya causa fué sin duda la administra¬ 
ción de este medicamento. Desde principios de siglo todos estos 
procedimientos fueron prácticamente abandonados habiendo impe¬ 
rado desde entonces como medio más seguro y eficaz entre los pro¬ 
cedimientos mecánicos la rotura artificial de las membranas. En 
1909 Bell por vez primera preconizó el uso de la pituitrina para la 
inducción del parto por vía parenteral. En 1912 Hofbauer reco¬ 
mendaba el uso de la pituitrina intranasal y posteriormente el uso 
del principio ocitócico por vía intravenosa. 

En la actualidad los métodos comunmente usados para inducir 
el trabajo del parto se han reducido a tres: 

1 —Rotura artificial de las membranas. 

2— Administración de pitocina. 

3— Combinación de ambos. 

Cuando un médico se decide a inducir un trabajo de parto de¬ 
be tener presente ante todo que es responsable por dos vidas; la 
madre y el niño por nacer, y debe recordar que toda parturienta 
debe abandonar la sala de partos habiendo sufrido el menor trau- 
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matismo posible. Debe también tener presente según Gibson que 
la inducción del trabajo del parto es una operación obstétrica ma¬ 
yor y que debe dársele la misma importancia y deben tomarse las 
mismas precauciones que cuando el cirujano decide hacer una ope¬ 
ración de cirugía mayor. Hay sin duda un sinnúmero de indicacio¬ 
nes para la terminación de un embarazo. Dichas indicaciones pue¬ 
den ser maternas o fetales o una combinación de ambas. La de¬ 
cisión para terminar artificialmente un embarazo es siempre di¬ 
fícil de hacer y depende en gran parte del criterio obstétrico ad¬ 
quirido por la experiencia y observación de muchos añqs. Debe 
tenerse siempre presente las razones, los motivos y la condición 
individual de cada caso. 

Las principales indicaciones son las siguientes: 

1— Rotura espontánea de las membranas sin que la mujer ini¬ 
cie el trabajo del parto en las próximas horas estando el cuello 
maduro. Debe tratarse de terminar dichos partos para proteger 
la parturienta de la falta de defensas contra una infección como 
supone un saco roto por mucho tiempo. Si el cuello no tiene la pre¬ 
paración necesaria es preferible esperar, ya que generalmente el 
trabajo del parto se inicia en un tiempo razonable y corto. 

2— Separación precoz y prematura de la placenta. En estos 
casos si la hemorragia es masiva indicaría la terminación del em¬ 
barazo por cesárea. La inducción del trabajo del parto si la he¬ 
morragia es moderada generalmente disminuye la pérdida sanguí¬ 
nea. 

3— En pre-eclampsia está indicado cuando esta condición ha 
sido tratada médicamente sin que la paciente haya respondido al 
tratamiento administrado, manteniéndose los síntomas de toxemia. 

4— Hidramnios o preñez múltiple, sobre todo cuando estos ca¬ 
sos producen trastornos respiratorios o cardíacos. 

5— Enfermedades orgánicas como la tuberculosis, diabetes, las 
cardiopatías y las pielitis recurrentes. 

6— Placenta previa marginal. En estos casos debe siempre 
reemplazarse la sangre perdida. 

7— Eritroblastosis fetal. 

8— Muerte habitual del feto. 

9— Anormalidades fetales incompatibles con la vida tales como 
la muerte del feto, peso excesivo del feto, hidrocefalia y anence- 
falia. 

10— Hipermadurez fetal. 

11— Conveniencia del médico y la paciente. Esta condición 
constituye la inducción electiva tan de moda en algunos hospitales, 
aceptada por muchos médicos últimamente, creando lo que se ha 
conocido como los niños por cita. Es una indicación sumamente 
discutible ya que no debemos anteponer la conveniencia del médico 
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o la paciente misma a la seguridad de la madre y el niño. El único 
factor que debe considerarse en esta indicación es la historia de 
partos rápidos cuando las distancias hasta el hospital son conside¬ 
rables en cuyo caso sería ideal que la madre entrara al hospital 
en un día determinado y pudiera empezar su trabajo de parto en 
condiciones también ideales. 

Una vez determinada y establecida la indicación para la induc¬ 
ción del parto ¿qué requisitos debe reunir el caso para obtener 
resultados satisfactorios? En primer lugar hay que determinar 
la condición del cuello uterino. El cuello uterino debe estar madu¬ 
ro lo que implica que debe estar parcialmente dilatado y borrado. 
Un cuello largo firme y cerrado es el factor principal en los fra¬ 
casos de la inducción. Puede estimularse la contracción uterina pe¬ 
ro el cuello no se retrae y si pasadas varias horas de buenas contrac¬ 
ciones no se observa alguna dilatación el proceso se considera un 
fracaso. No debe haber desproporción cefalc-pélvica. El feto debe 
estar muy cerca del término y debe estar de vértice. La presenta¬ 
ción debe estar en la pelvis y por lo menos parcialmente encaja¬ 
da. Nunca debe intentarse una inducción en una presentación de 
cara, de frente o transversa. Intentarla rompiendo las membra¬ 
nas cuando la presentación aún está flotando siempre trae consigo 
el peligro de que se produzca un prolapso del cordón. No debe ha¬ 
ber condiciones patológicas pélvicas; les quistes ováricos pueden 
interferir con la entrada de la presentación en la pelvis o romper¬ 
se con el trauma del parto dando lugar a hemorragia o infección. 
Los tumores sólidos del ovario y los miomas pueden igualmente 
ntervenir ccn el desarrollo normal del feto. Las pacientes que han 
sufrido traquelorraíias o perineorrafias tampoco son buenas can- 
didatas para inducción. Si hay algún inconveniente para el parto 
natural es preferible considerar la posibilidad de una cesárea. 

La paciente debe estar hospitalizada antes de iniciarse el pro¬ 
cedimiento escogido y el médico debe estar preparado y equipado 
para cualquier clase de emergencia que surja. El caso debe ser 
admitido temprano por la mañana, preferiblemente en ayunas o 
la tarde anterior administrándosele algún sedante durante la no¬ 
che. Debe ser preparada debidamente para un examen vaginal 
estéril y administrársele una enema de limpieza. Algunos recomien¬ 
dan vitamina K. Si las condiciones que encontramos en dicho 
examen son los requisitos que enumeramos anteriormente proce¬ 
demos a usar el método seleccionado. Si se trata de romper las 
membranas basta con introducir una pinza curva y hacer una trac¬ 
ción moderada de la bolsa hasta que fluya el líquido amniótico. Si 
las contracciones no se inician dos horas después debe iniciarse la 
administración de pitocina. Cuando se usa la pitocina por vía pa- 
renteral debe usarse en dosis muy limitadas, preferiblemente dos 
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mínimas cada 20 a 80 minutos por cinco dosis consecutivas. Cuan¬ 
do se usa por vía intravenosa el método más corriente es la admi¬ 
nistración de un centímetro cúbico de pitocina en 1000 cms. cúbi¬ 
cos de suero glucosado al 5% inyectado a razón de 10 a 15 gotas 
por minuto en su inicio y más tarde regulándose según la inten¬ 
sidad y la frecuencia de los dolores cuando éstos se presenten. Una 
vez hecho el procedimiento que hayamos seleccionado generalmen¬ 
te transcurre un período variable hasta que se inician los dolo¬ 
res; este período se conoce con el nombre de período latente. Una 
vez iniciado el trabajo de dilatación el parto generalmente trans¬ 
curre sin inconveniente alguno. En los estudios hechos por Bur- 
nett en Newark, Cosgrove en Jersey City, Pomerance en Brooklyn, 
Kemwick en Pittsburgh, Ferguson en New Orleans, Fulsher en Hos¬ 
pital San Vicente en Portland; Hellman, Harris y Reynolds en Johns 
Hopkins; etc., los resultados han sido muy similares y todos con- 
cuerdan en que el tiempo total del parto ha sido más corto que 
en los casos de partos normales. Todos citan como complicación 
más frecuente el prolapso del cordón el cual ocurre a veces cuan¬ 
do se rompen las membranas sin estar la presentación en la pelvis. 

Revisamos los casos de obstetricia del Hospital Susoni en el 
último año. Hemos procedido a practicar solamente siete induc¬ 
ciones. 

En dos casos la indicación fué la hipermadurez fetal. En am¬ 
bos se trataba del segundo embarazo, habiendo tenido el primer 
niño trastornos convulsivos serios en un caso y nacido muerto en 
el otro. Se le administró un purgante de castor y tan pronto fué 
efectivo se administró pitocina I. V. Las contracciones se inicia¬ 
ron a las dos horas en un caso y a las 4 horas en el otro termi¬ 
nando el trabajo de parto en siete horas en ambos. 

El tercer caso se trataba de un hidramnios agudo con mons¬ 
truosidad anencefálica en una primeriza de 7 meses y medio de em¬ 
barazo. Se hizo una rotura artificial de las membranas que ali¬ 
vió a la paciente de una gran distensión abdominal. Los dolores 
se iniciaron a las 4 horas y el parto duró 15 horas en total. 

El cuarto caso era una multípara con embarazo de 8 meses 
cuyas membranas se habían roto espontáneamente en su casa el 
día anterior a su admisión. Se usó pituitrina intranasal. Las con¬ 
tracciones se iniciaron antes de la hora y el parto duró 3 horas 
y media. 

El 5to. caso era una primeriza con hipermadurez fetal y mons¬ 
truosidad anencefálica demostrada en estudios radiográficos. En 
esta paciente iniciamos el tratamiento sin que el cuello reuniera 
las condiciones necesarias ya que estaba completamente cerrado 
y del largo normal pero nos indujo a hacerlo el estado de ansie¬ 
dad en que se encontraba la familia una vez enterados de las con- 
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diciones del feto. Usamos pitocina intravenosa y el primer día no 
obtuvimos más que unas contracciones leves que hicieron borrar 
parcialmente el cuello. Sedamos la paciente y al día siguiente ad¬ 
ministramos la segunda infusión después de una enema efectiva a 
las 9 de la mañana. Las contracciones se iniciaron a las 7 de la 
tarde y hubo que terminar el parto con una versión podálica a la 
una de la madrugada prolongándose por tanto solamente 6 horas. 

El sexto caso era una multípara con pre-eclampsia que recibió 
tratamiento médico intensivo por dos semanas sin que consiguiéra- 
ramos disminuir la toxemia. Se hizo rotura de las membranas ini¬ 
ciándose las contracciones a las 4 horas y terminó su parto en 
dos horas y 10 minutos. 

El 7 9 y último caso de esta corta serie se refiere a una mul¬ 
típara sin partos en los últimos 13 años. Fué admitida al hospital 
con falsos dolores de parto a los 13 días de haberse cumplido el 
término. Los alegados dolores desaparecieron pero la paciente 
permaneció hospitalizada por presentar edema de las extremida¬ 
des y albuminuria que oscilaba entre 2 y 3 cruces. Su presión ar¬ 
terial era normal. El cuarto día estaba intranquila y ansiosa por 
cuya razón se decidió proceder a inducir el parto. Su cuello estaba 
blando y parcialmente borrado. Se usó pitocina intravenosa se¬ 
gún la técnica ya descrita. Las contracciones se iniciaron a la ho¬ 
ra y el parto terminó 8 horas más tarde. 

El único natimuerto en los siete casos fué el anencéfalo que se 
hizo complicar de hidramnios. Todos los demás nacieron en bue¬ 
nas condiciones incluso la anencéfala hipermadura que vivió por 
3 días. 

Aunque los resultados de esta corta serie no nos autorizan a 
tirar conclusiones no hay duda que los mismos son idénticos a los 
observados en otros hospitales de mayor movimiento y podemos 
concluir que disponemos con la inducción del trabajo del parto de 
un método eficaz y satisfactorio para resolver muchas condiciones 
obstétricas. Dicho método debe usarse siempre estando la paciente 
hospitalizada; deben observarse cuidadosamente los requisitos ne¬ 
cesarios para poner en práctica, debemos determinar juiciosamen¬ 
te la indicación olvidándonos de nuestra comodidad o de las con¬ 
veniencias de la paciente; y los métodos de elección deben ser o 
la rotura artificial de las membranas o la administración intra¬ 
venosa de pitocina. 
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OLIGURIA AND ANURIA IN OBSTETRICS 


EDGARDO YORDAN, M.D.* 

I have been given the privilege of addressing you on a topic 
which will affect every physician, and particularly the obstetrician, 
sometime during his professional activities, namely, the subject 
of oliguria and anuria particularly in reference to obstetrics. Ever 
since the clinical and pathological features of lower nephron 
nephrosis were described by Lucke, during the war, there has 
been renewed interest in this condition. It has been generally 
conceded in the past that hemorrhagic accidents frequently com¬ 
plícate toxemia of pregnancy and contribute to the production of 
renal shutdown that ultimately leads to renal insufficiency. Similar- 
ly, acute renal failure has been recognized for some years in obste¬ 
trical cases suffering from eclampsia, prolonged labor, sepsis and 
hemorrhage, mismanagement and abortion. The similarity of the 
clinical course in these patients to that found in trauma with 
shock, war wounds, burns and exogenous poisons has been noted 
by many writers. The treatment of the condition has varied over 
the years and at present is generally agreed upon. 

There are a variety of predisposing factors for the production 
of renal complications in the obstetrical patient. These inelude 
1. abruptio placentae, 2. placenta previa, 3. eclampsia, 4. sepsis 
of labor and abortion, 5. shock and trauma during labor, 6. post 
operative shock and post partum hemorrhage, 7. incompatible blood 
transfusión. The mechanism of the production of renal shutdown 
in these patients has been the subject of intense investigation in 
the U. S. and abroad, and several theories have naturally arisen 
from them. One of them, exposed by Sophian, indiets concealed 
intrauterine hemorrhage as the initiating factor. He postulates 
that compression of the pregnant uterus causes a reflex spasm 
of the efferent glomerular arterioles. A renal pressor substance 
is formed which produces cortical ischemia and tubular damage 
due to anoxia. 

The constriction of the efferent glomerular arterioles effect- 
ively prevents the circulation in the glomeruli and the majority 
of the circulation is shunted thru the juxtamedullary lake, ap- 
parently producing afferent arteriolar spasm. This results in a 
fall in filtration pressure thereby preventing the nephron from 
performing its function of selective absorption and secretion and 
anuria supervenes. 

A recent communication by McKay, Weiner, Hertig and Reid, 
from Boston, discussing the pathologic anatomy of eclampsia, 

* Department of Obstetrics and Gynecology, Hospital de Damas, Ponce, P. R. 


71 




72 Bol. Asoc. Med. de P. ít. 


Febrero, 1955 


bilateral cortical necrosis, and other acute fatal complications of 
pregnancy, in poinling out the similarity of the pathological lesions 
in these conditions to those of the Schwartzman phenomenon, sug- 
gests the theory of intravascular fibrin deposition in arterioles 
and capillaries throughout the body as the basic pathologic feature 
of the condition. They have extensively studied the pathologic 
anatomy of eclampsia, bilateral cortical necrosis of the kidneys, 
and pituitary necrosis in post partal women. From the pathological 
angle, several points of interest were demonstrated: Periportal 
fibrin deposition with hemorrhage and necrosis, characteristic of 
eclampsia, were found in patients with convulsions, as well as in 
anuric patients with bilateral renal cortical necrosis in which there 
were fibrin thrombi in the glomeruiar capillaries. These patients 
had similar thromboses in other organs of the body most com- 
monly the liver, spleen, kidneys, adrenals & pituitary, with re- 
t ultant hemorrhage and necrosis. They also noted that these fi- 
brinous thrombi in small vessels could be found in the great 
majority of patients who died of acute complications of toxemias. 
In addition they described the pathologic changes in the placenta 
and decidua as consisting of placental infarcts, masses of laminated 
clot, and, as the most consistent change, the excess numbers of 
clumped syncytial nuclei (syncytial knots) suggesting, in general, 
a premature senescence of the trophoblast. Again, the vascular 
changes are those of fibrinoid degeneration of the walls of the 
spiral arterioles, with resultant thrombosis causing necrosis of 
lile decidua and contributing to the occurrence of premature sepa- 
ration of the placenta. To add further weight to their theory, 
which I will summarize presently, certain hematologic observations 
in patients with abruptio placentae support the idea of intravas¬ 
cular fibrin deposition as a major event in these conditions. A 
clotting defect in these patients with abrubtio plácenle,, caused 
by a rapid drop in circulating fibrinogen has been designated afi- 
brinogenemia, and its basic cause is due to a sudden loss oí fibri¬ 
nogen due to the intravascular deposition of this substance in the 
íorm of fibrin. It would appear that a toxic substance from the 
uterine contents, which has the ability to reduce fibrinogen is 
released into the circulation in cases of abruptio placentae. The 
pathological changes of fibrin thrombi described above have been 
observed in animáis being subjected to the Schwartzman pheno¬ 
menon, and indeed, in these animáis the lesions observed are in 
effect, bilateral cortical necrosis of the kidneys, with anuria, which 
is exactly the same lesión found in the toxemia of pregnancy. In 
summary, they ofíer their explanation as íollows: toxic material 
suddenly injected into the maternal blood stream, and arising from 
the intrauterine contents, is responsible for the deposition of fibrin, 
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the hemorrhages and necroses in the renal cortices, the liver, 
spleen, adrenals and other organs, and is responsible for the clinical 
í.ymptoms of shock and anuria in patients suffering irom eclamp¬ 
sia, abruptio placentae, sepsis of labor, prolonged labor, etc., and 
that these pathologic changes are manifestations of the generalized 
Schwartzman phenomenon in human beings. In some cases the 
toxin may be a bacterial toxin while in others, particularly those 
associated with toxemia, the toxin may be similar to the now 
partially discredited “menstrual toxin” of Smith and Smith. 

So much for the theories as to the causation of the kidney 
lesions of bilateral renal cortical necrosis, or necrotizing papillitis, 
and lower nephron nephrosis, which are the main pathological enti- 
ties, giving the picture of oliguria and anuria in obstetrical pa¬ 
tients. 

The clinical picture in these cases is usually dramatic and not 
¡nfrequently tragic, depending on the extent of the renal pathology. 
The onset of oliguria and/or anuria closely follows the precipita- 
ting episode; and lasts variously from two to twenty or more 
days. If recovery occurs it usually does so in an average of six 
to seven days, as evidenced by a gratifying diuresis. The time 
of onset of diuresis is usually directly proportional to the extent 
of the renal lesión. Diuresis ensuing prior to the lOth day usually 
íorecasts a favorable prognosis. There is usually an output of 
30-60 cc of grossly bloody uriñe, or none at all. The presence of 
gross blood is not necessarily pathognomic of cortical necrosis, 
as stated by some writers. The specific gravity of the uriñe is 
low and fixed. Cellular and granular casts frequently appear in 
the uriñe. The presence of heme casts is a frequent finding if 
properly looked for. 

In all cases in which renal failure persists for more than 2 
days there is azotemia and an increase in the blood urea nitrogen, 
NPN and other nitrogenous wastes. Alteration in carbón dioxide 
combining power, chlorides, potassium and sodium are frequent but 
may be controlled by therapy. Repeated fíame photcmeter esti- 
mations of serum sodium and potassium are essential in manage- 
ment, as well as daily electrocardiograms for signs of potassium 
unbalance, which usually manifests itself in hyperkalemia. 

In the treatment of anuria and similar states, the precipita- 
ting factor or factors must be treated first. The necessity of pre- 
venting shock and trauma due to prolonged labor, mismanagement 
and sepsis is imperative. The prompt replacement of blood in all 
obstetrical hemorrhage needs emphasis, since its importance is 
still unrealized by many obstetricians. This is particularly true 
in caseé of abruptio placentae. Priddle, Stevenson, who have re- 
ported a series of these cases, contend that prompt blood replace- 
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ment following the occurrence of shock will lower the incidence 
of renal insufficiency. Even if the oliguric or-anime state has 
been already established, and shock persists, it should be still treat- 
ed with transfusions of whole blood properly and carefully cross- 
matched. 

Once the syndrome has been established, it is best managed 
conservatively, as emphasized by several investigators. Several 
reports in the literature, as well as clinical evidence to this effect 
indícate that death in lower nephron nephrosis and allied conditions, 
aíter the initial phase and before the onset of diuresis, is almost 
invariably the result of drowning the patient with excessive fluids. 
It appears that the caloric intake during the stage of oliguria 
and anuria is of secondary importance. Once we have a patient 
with an established syndrome, the only treatment that will offer 
any chance of recovery is conservative replacement of fluids and 
proper maintenance of electrolyte balance. Strauss, in his excellent 
monograph, stresses the danger of overloading the patient with 
fluids thereby producing pulmonary edema and death. He recom- 
mends the replacement of actual fluid loss only, and a diet of 
100 Gm. glucose daily, because of its protein-sparing action, until 
the stage of diuresis is reached, when fluids and electrolytes are 
replaced volume for volume as reflected in the urinary output. 
Hyperkalemia can occur quite rapidly during the anuric stage and 
cause death and should be carefully watched for. It is the con- 
sensus of opinión that the human organism can be kept alive for 
4 or more weeks in the presence of non-i'unctioning kidneys if this 
regime is followed. It should be remembered that more caution 
in parenteral therapy is required for the toxemic edematous pa¬ 
tient, since edema reduces the available storage space for excessive 
fluids and increases the possibility of development of pulmonary 
edema. When this overloading results, phlebotomy may be a life 
saving measure. 

Diuresis usually begins between the second and twelfth day 
of oliguria. Fluids should then be replaced volume by volume 
and electrolytes maintained in balance . The electrolyte unbalance 
in this stage is manifested by salt depletion, and sodium chloride 
should be given in sufficient quantities to replenish the loses. 

We feel, and this seems to be the present consensus of opinión, 
that radical measures to initiate diuresis are unphysiological and 
may be detrimental to the final outeome. We refer to such meas¬ 
ures as capsulotomy (decapsulation of kidneys), peritoneal dyal- 
isis, transplantation of kidneys, sympathetic block and caudal 
anesthesia, intestinal dyalisis, and artificial kidneys. All methods 
of dyalisis require great attention and a degree of surgical skill 
which may not be available at all times, The availability of such 
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therapy and the skill to utilize it are limiting factors in its general 
application. 

Intestinal lavage is justified and of great help in those cases 
with marked azotemia and hyperkalemia, in which the potassium 
intoxication may be fatal if not corrected. In such cases, intestinal 
lavage will reduce the potassium and protein levels. 

The use of decapsulation and sympathetic nerve blocks has 
not been productive of improvement. Capsulotomy may itself 
produce a fatal outcome in a patient in which the outlook is already 
hazardous. We know of no reports in which sympathetic blocks 
have influenced the course of patients on which it was applied. 

I hope this short summary of this condition will interest in- 
ternists and general practitioners, as well as obstetricians, to the 
point of stimulating the prompt treatment of hemorrhagic acci- 
denls in pregnancy and labor, and thereby promote the adoption 
of adequate precautions and treatment by all those in charge of 
Ihe safe conduct of labor and delivery. 




PULSELESS DISEASE - 

PRELIMINAR Y R E I’ORTj 
/ 

E. S. ¿JOLON RIVERA , M.l>. 
üanturce, /’. R. 

Pulseless disease is a rare clinical entity. It has been reported 
mainly in the Japanese Medical literature, but a few reports have 
also appeared from Europe and the United States. Our case is ap- 
parently the first one to be reported in Puerto Rico and as far as we 
have been able to determine, is the youngest known case in the 
medical literature. We had the opportunity of doing antemortem 
and post-mcrtem arteriographic studies in addition to a complete 
pathologic work up. 

CASE REPORT 

The patient, a 5 year-old girl was admitted to the Pediatric 
Service of the San Juan City Hospital on the 13th. of July 1954. 

She had been well till 1952 when she began to have repeated 
“sore throats”. In December 1953 she had an episode of fever, 
migratcry polyarthritis and nodules over the anterior tibial area. 
She was treated by her family physician and after three month 
of therapv had some improvement, but never had been completely 
well since Ihen. Two days previous to admission she developed 
fever, headache, precordial pain, and shortness of breath; and she 
was referred to us for hospitalization. 

On admission she had a temperature of 101°F, a pulse of 200 
per minute, and a respiratory rate of 48 per minute. She was in 
acute Congestive Heart failure. The heart was enlarged to per- 
cussion, had gallop rhythm and a systolic murmur could be hearcl 
around the 3rd. interspace to the left sternum. The blood pres- 
sure and the pulse could not be obtained in the upper extremities, 
yet the carotids and the femorals could be easily palpated and 
there was hypertension in the lower extremities. The blood pres- 
sure in the right leg being 180/120 and in the left 190/120. She 
was digútalized, antibiotics were given and she received other 
supportive therapy. She responded well to this regime and in 
about one week she was fully compensated. The pulse rate was 
around 100 per minute, the respiratory rate around 25 per minute, 
and Ihe systolic murmur had disappeared. 

Blood serology and repeated urinalysis were negative. A leuco- 
cytosis was present which was occasionally associated with an eosi- 
nophilia. The non-protein nitrogen was normal. Sedimentation 
rate was 48 Mm per hour. Alpha and Beta hemolytic strepto- 
cocci were cultured from the throat. Electrocardiograms were 
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Pig'. 1 — Chest film oi¡ admission reveáis transverso enlargemont of the 
heart with pulmonary congestión. 



l-’ig. 2 — Arteriography injecting the left common carotid in a retrogade 
fashion reveáis a normal thoracic aorta with filling of the coronary 
branch. The innominate and rt. c. carotid filled normally hut not 
the right subelavian br. Only a very short pedióle filled correspond- 
ing to the left subelavian. Extensive collateral circulation evident. 
around both shoulders. 
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normal. X-ray studies of the heart only showed a slight enlarge- 
ment in the transverse diameter. Oscillometrics readings of the 
upper extremities gave an índex of zero, with a normal índex in 
the lower extremities. Our ophthalmologist saw the case in consult¬ 
aron, and reported that: “The eye grounds showed definite nar- 
rowing of the retinal arteries which were also very straight as 
seen in adults which have early essential hypertension”. A muscle 
biopsy was also done which was negative. 

On the 28th. hospital day, aíter the patient was in íairly good 
condition, a retrograde arteriography was done through the left 
carotid artery. She tolerated the procedure fairly well, but two 
days later she developed respiratory difficulties for which she had 
to be reintubated; she became decompensated and had to be redi- 
gitalized and on the 34th. hospital day she developed generalized 
convulsions during which she died. 

An autopsy was done, and at this time the department of 
ltadiology did postmortem angiographic studies by injection of a 
barium solution into the arteries. 

DISCUSSION 

Pulseless disease was described for the f'irst time, in the 
Japanese medical literature in 1908 by Takayasu; and since then 
there have been reported about seventy more cases; fifty eight of 
these from Japan, two from the United tates and the rest from 
Europe. Most of the cases occur in young females in about a 10 
to 1 proportion. The youngest reported so far was an 11 year 
oíd girl. 

The disease is a chronic one producing general symptoms and 
accompanied by an increase in sedimentation rate and an increase 
in the globulin fraction of the serum proteins. The main disturb- 
ance is narrowing or complete occlusion of the large arteries that 
come off the arch of the aorta; and the specific signs and symp¬ 
toms depend on the vessels that are affected. In our case the 
vessels mainly affected were both subclavian arteries so that no 
radial, brachial, axillary or subclavian pulse could be felt bilaterally. 
The carotids were pulsating so that this case did not show the 
part of the clinical picture of pulseless disease which is secondary 
to obliteration of the carotids and which can produce signs of 
carotid sinus sensitivity, cerebral ischemia and eye changes. 

The absence of pulse in the upper extremities associated with 
the hypertension in the lower extremities, plus the evidence of 
eollateral circulation around the upper part of the chest, even in- 
cluding in some cases notching of the ribs, is why this disease has 
been called sometimes “reverse coarctation of the aorta”. 

The retrograde arteriography showed that the arch of the 
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Fig. 3 — Late film of arteriographic examination discloses a normal abdominal 
aorta to its bifurcation with remarkable diminution in caliber of 
the right renal artery in comparison with the left one. 



Fig. 4 — Post mortem injection of right axillary artery reveáis a very narrow 
vessel interrupted at the subclavian level and with extensive col- 
laterals around the shoulder and anterior chest wall. Resulta were 
similar in the left side. 
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aorta, the carotids and the descending aorta could be well visual- 
ized; but that the subclavian arteries on both sides did not show 
any d.ye. Both carotid arteries were seen to be coming out of a 
common trunk, which is a relatively frequent anomaly among the 
vessels coming out of the aortic arch. In the left side of this 
common trunk there was a small area íilled with dye which was 
interpreted as the origin of the obliterated left subclavian artery. 
On the R carotid there was also seen a small outward bulge which 
was interpreted as the origin of the obliterated right subclavian 
artery. The left renal artery and the arterial blood supply of the 
left kidney were very well outlined, while the right renal artery 
could not be well visualized. Another point of interest was the 
filling by the dye of the left coronary artery and its branches. 

A system of collateral circulation, similar to the one seen in 
coartation of the aorta of the aclult type, could be seen well. The 
main anatomatic channels were located around the apex of the 
thoracic cavity, around the shoulder girdle and through the inter¬ 
nal mammary artery. Specially prominent were the upper inter¬ 
costal arteries which showed the tortuous loops that have been 
described in coarctation of the aorta. 

The post-mortem angiography reproduced practically the same 
radiologic picture that we had obtained with antemortem angio¬ 
graphy. A retrograde arteriography done in both brachial arteries 
further demonstrated the occlusion of the subclavian arteries up 
to the beginning of the axillary arteries. The collateral circulation 
was again demonstrated. Cerebral angiography also done at this 
time showed a normal cerebral arterial pattern. 

The primary pathological finding in this case was the fact 
that together with the giant cell arteritis that was íound in some 
of the great vessels, there was also evidence of generalized Peri- 
arteritis Nodosa. Both of these disease entities belong to the same 
group of diseases of “allergic-hyperergic” origin and the fact that 
they occurred together, strengthens the ling between the two di¬ 
seases. At the beginning of the study of the case the pathologist 
thought that he might explain the arteritis on the basis of peri- 
arteritis nodosa of the vasa vasorum of the great vessels, but 
no evidence was found of this, and instead the typical pathological 
picture of granulomatous Giant Cell Arteritis was found. 

Another feature of interest was the demonstration that the 
pathologic process was not restricted, the great vessels coming out 
of the aortic arch, but that in our case there was also definite nar- 
rowing of the right second intercostal artery, the right renal artery 
and the left iliac artery. Secondary to the narrowing of the right 
renal artery there was atrophy of the right kidney which can be 
a factor in the production of the hypertension in this case. 
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Fig. 5 — Post mortem injection of barium with the aortic arch clamped at 
its base and just below the ligamentum arteriosus. Again reveáis 
normal filling of the innominate and both carotids with non filling 
of the right subclavian and only of a short pedicle corresponding 
to the base of the left subclavian. 



Fig. 6 — Filling of the rest of the aorta at'ter removal of the distal clamp 
during post mortem barium injection. 
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Fig. 7 — Lateral view of No. 6. 



Fig. 8 — Filling of tile cerebral circulation including both carotids and ver- 
tebraes during the bariun} injection. 
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SUMMARY 

A case of Pulseless disease has been presented. The main 
clinical features were the absence of pulse in the upper extremi- 
ties together with hypertension in the lower extremities. Ante- 
mortem and post-mortem arteriography correlated very closely. 
Pathological examination disclosed the presence of both Periarte- 
ritis nodosa and Giant Cell arteritis. 
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PALABRAS PRONUNCIADAS POR EL I)R. J. BASORA > 
DEFILLO DURANTE LA ASAMBLEA ANUAL DE LA 
ASOCIACION I)E DUEÑOS I)E FARMACIAS 

Sr. Presidente, ñúéníbros de la Asociación de Dueños de Farmacia 
Señoras y Señores: 

A nombre del présidente de la Asociación Médica de rüéjrtq 
Rico les saludo cordialmente y les deseo mucho éxito en ¿tis deli¬ 
beraciones. La Asociación Médica agradece mucho la distinción y 
el honor de estar representada en esta Asamblea. 

Siempre, he considerado a la clase farmacéutica dentro de la 
misma familia médica. Ambos están íntimamente relacionados. Al 
médico se le encarga la atención del enfermo; al farmacéutico* s»b le 
confía el despacho de la medicina prescrita por el mpdico. r ^jnbps 
tienen un interés común: el mejorar y proteger la salud del ser 
humano. 

El farmacéutico o su ayudante de farmacia juegan un papel 
muy importante en el desarrollo de buenas relaciones humanas en¬ 
tre el médico, el farmacéutico y el público. La farmacia es un gran 
centro de relaciones públicas y de educación en materia de salud, 
donde el público puede ilustrarse. Tomemos por ejemplo el char¬ 
latanismo. Aun en este siglo, hay un sector de nuestro pueblo que 
vive en la ignorancia, que es apático para consigo mismo, permi¬ 
tiendo que persistan síntomas que pueden ser signos de enferme¬ 
dades peligrosas. La ignorancia lo hace presa del charlatanismo 
que todavía abunda en nuestro medio. Si pasamos por muchos de 
los barrios de la ciudad capital y de las ciudades de la isla, y aún 
en muchas de sus avenidas, veremos los grandes cartelones de lla¬ 
madas consultas de clarividentes, médium espiritistas, y doctores 
en ciencias ocultas; veremos también cartelones llamativos de qui- 
roprácticos indicando poder curar todas las enfermedades por me¬ 
dio de manipulaciones, sin usar medicinas ni inyecciones. Todas 
aquellas personas sensatas e inteligentes que vean estos tendrán 
que exclamar: “Eso no es otra cosa que un engaño para el pueblo”. 
La clase médica ha combatido estas prácticas, pero le ha sido im¬ 
posible eliminarlas en total pues muchas de estas personas siguen 
siendo patrocinadas por el público. 

El farmacéutico debe ayudar a hacer desaparecer esta clase 
de amenaza a la salud del pueblo. Es bien sabido como en un 
gran por ciento de farmacias se despachan recetas no-éticas que 
son indicadas por estos charlatanes arriba mencionados. Recetas 
tales como: “uña de la gran bestia”, “aceite de culebra”, y mejur- 
jes prescritos por personas inescrupulosas. 

Recientemente vino a mis manos un folleto titulado “El 
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Poder de. los Reflejos” por el Profesor E. Vielle. Sin duda alguna, 
el mote de Profesor E. Vielle es un pseudónimo. Este folleto, 
escrito para inculcar en la mente del pueblo una serie de confusio- 
nes^nes una obra déi charlatanería. No sé exactamente la circula¬ 
ción qtre ha tenidoóel librito. Su contenido es una serie de escritos 
donde se le dicemai lector como, con una serie de mejurjes llamados 
reflejos, puede la persona cambiar de suerte, influenciar a otros, 
curarse y cifran falsedades. Si es que estos productos no-éticos son 
vendidos en alguna farmacia, deben ser eliminados. El farmacéuti¬ 
co queMlespacha esta clase de compuestos está fomentando el char¬ 
latanismo y ayudando a la confusión y a la ignorancia del pueblo. 
El que fomenta el charlatanismo está insultando la moral cristiana. 

El enfermo inculto-ven cuyas manos cae semejante folleto 
o lee los anuncios en los periódicos sobre productos no-éticos, o 
por la radio oye los locutores alabando las maravillas curativas 
de productos sin valor terapéutico alguno, se siente atraído por 
un medio cómodo y barato de curarse. Engañándose a sí mismo con 
detrimento incalculable a su salud o la de sus semejantes. No de¬ 
be permitirse ni fomentarse por radio, televisión, prensa y menos 
aún por el farmacéutico o por el médico, el anuncio de supuestos 
métodos curativos que no responden a la verdad científica. 

Muchas personas, por no poder pagar o por no querer pagar 
al médico, y las más de las veces por negligencia e ignorancia, acu¬ 
den a la farmacia más cercana para que le receten cuando hay 
enfermos en su casa. Sabemos, que se acostumbra recetar y des¬ 
pachar medicinas en algunas farmacias solamente porque un clien¬ 
te viene a ese farmacéutico y le relata una serie de síntomas. Esta 
es una forma incorrecta de recetar, pues para radicar medicación 
se requiere un diagnóstico y solamente el médico, después de un 
examen cuidadoso del enfermo, puede hacer un diagnóstico. El 
encargado de la farmacia tiene aquí una gran oportunidad de ins¬ 
truir al público, indicándole a la persona que así busca una receta 
el peligro de tal proceder. No debe venderse antibióticos sin pre¬ 
via autorización médica. Hoy en día se abusa de estos productos. 
Tenemos que darle gracias a Dios por haber iluminado al hombre 
en el descubrimiento de productos tales como la penicilina, la es¬ 
treptomicina, aureomicina, cloromicetina, terramicina, isoniacida 
y otros tantos que están en investigación y que han sido la sal¬ 
vación de tantas vidas humanas. Sin embargo, no debemos caer 
en el error ,(Je u^r estos productos innecesariamente y cuando no 
están indicados. La indicación debe partir del médico. Algunas 
farmacias también venden barbitúricos sin prescripción y hasta 
por amistad y confianza con el cliente, acceden a vender narcóticos 
sin prescripción, fomentando así el uso de ellos, creando hábitos 
indeseables. 
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En las farmacias no debe repetirse las recetas de los médicos, 
si éstas plenamente no indican que pueden repetirse. Es costum¬ 
bre de muchos clientes el solicitar la repetición de la receta cuan¬ 
do se creen tener la misma enfermedad, sometiéndose a tratamien¬ 
tos innecesarios. Recuerdo hace poco, una señora me llamó alar- 
madísima pues le había administrado cloromicetina a su hija por 
varios meses, en tratamiento de un catarro que no le cedía. El an¬ 
tibiótico no se le había prescrito para catarro y sí para una infec¬ 
ción faríngea, pero ella sin embargo lo siguió usando por su cuen- 
1a. En esos días se había indicado la posibilidad de que este pro¬ 
ducto produjera anemia aplástica. Esa fué una buena oportunidad 
mía para indicarle los peligros de la autoterapia. El farmacéutico 
debe despachar la receta del médico según éste la prescribe y si 
hay duda preguntar al médico. El que os habla ha pasado por al¬ 
gunas experiencias desagradables con relación a recetas prescrip- 
tas por él. Puedo citar los siguientes dos casos: Estando yo en 
el Hospital de Distrito de Bayamón se le indicó Toxoide tetánico a 
un niño. El encargado de despacharla le dió Suero antitetánico. 
En otra ocasión se recetó una ampolleta de globulina inmune y al 
cliente se le vendió insulina globulina. De haberse administrado es¬ 
ta insulina, las consecuencias habrían sido fatales. 

Hay muchos productos de patentes no-éticos y de dudosa efi¬ 
cacia terapéutica que hoy día se encuentran en los anaqueles de 
muchas farmacias. Estos productos no los recetan los médicos 
éticos, pero son vendidos por algunas farmacias y son empleados 
por el público pues se le hace una campaña continua de anuncio por 
la radio y la prensa. Tibisán, Elixir de Leonardi, Tónico de San 
Lázaro son nombres de algunos compuestos que vienen a mi men¬ 
te. El público gasta miles y miles de dólares en estos productos, 
dinero que va a llenar las arcas de los manufactureros de estos 
productos que se compran sin mediar receta médica. 

He visto con agrado en muchas farmacias un rótulo donde di¬ 
ce: “En esta farmacia no se ponen inyecciones”. Felicito a esos 
farmacéuticos y dueños de farmacia que así actúan. Las inyeccio¬ 
nes debe administrarlas el médico, el practicante, o la enfermera 
graduada bajo supervisión del médico o por indicación de éste. 
Muchas personas que acostumbran poner inyecciones no se per¬ 
catan del peligro de tal acción. A menos que se autorice por el 
médico no se deben administrar inyecciones, más aun si no han 
sido prescritas previamente. 

Hay varias casas manufactureras de productos farmacéuticos 
que llevan campañas encaminadas a educar al pueblo en relación 
con su salud, demostrando el interés que debe tenerse por guiar 
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correctamente al pueblo. La casa Parke Davis publica una serie 
de anuncios éticos en las principales revistas de Estados Unidos 
tales como Life, Colliers, Today’s Health y otros. En estos anun¬ 
cios el tema principal es la necesidad de consultar al médico cuando 
el individuo se enferma. S.K.F. ha filmado varias películas de ca¬ 
rácter educativo en relación con temas tales como Corazón, Cáncer, 
Artritis, Salud Pública, Obesidad, y otros. Estas películas toma¬ 
das bajo los auspicios de S.K.F. son respaldadas por la Asociación 
Médica Americana y teleradiadas a través de cadenas importantes 
en la televisión en el Continente. Al igual que estos dos ejemplos, 
están también la Casa Squibb, Abbott, Mead Johnson, Lederle, 
Pfizer, Sharp & Dohme y otros, que publican también anuncios 
éticos y cuyos productos son también éticos, sin indicación que 
pueda inducir a la autoterapia. 

El farmacéutico puede ayudar al público estimulando en la 
mente del pueblo la necesidad de que toda persona enferma vea 
al médico cuando de su salud se trata. Se debe fomentar la idea 
del médico de familia. Un médico para cada familia es una idea 
muy acertada. En reciente discurso el ex-Presidente de la Asocia¬ 
ción Médica Americana, Dr. McCormick expresó sus ideas sobre 
este particular, instando al médico, al farmacéutico y al público 
a endosar y fomentar esta idea. La casa Parke Davis trae recien¬ 
temente en su publicación “Notas Terapéuticas” la reproducción 
de un anuncio donde el tema principal es “El Médico de Familia”. 
En la Asociación Médica de Puerto Rico los ex-presidentes, Dre$. 
Sanjurjo, Hernández Morales y otros también han hablado sobre 
la importancia del médico de familia. Ustedes como personas in¬ 
fluyentes en la comunidad, personas que vienen en contacto con 
el pueblo, están en mejor posición que nadie para ser vehículo de 
distribución de estas ideas y prácticas de salud. Ustedes pueden 
ayudar a ilustrar al pueblo a hacerle comprender el daño que se 
infligen con la autoterapia. 

El farmacéutico y el médico en una mutua cooperación pueden 
cambiar la actitud del ciudadano para cuidar propiamente de su 
salud. Estamos todos obligados a educar al pueblo, a sacarlo de 
la ignorancia. Debemos anteponer nuestros sentimientos humanos 
a los del negocio cuando de la salud se trata. El engaño es peli¬ 
groso. 

Repito mis saludos y felicitaciones a los actuales dirigentes 
y a los miembros de la Sociedad y le deseo éxito a la nueva di¬ 
rectiva que estáis a punto de instalar. 



THE DISABILITY PROVISION OF THE FEDERAL OLD-AGE 
ANI) SURVIVORS INSURANCE PROGRAM AS IT IS APPLIED 

TO PUERTO RICO 


One cf Ihe recent amendments to the Social Security Act 
preserves the old-age and survivors insurance rights of individuáis 
who have been totally disabled for an extended period before at- 
taining age 65. Puerto Rican physicians will find information 
about the new provisión useful in their practice because disabled 
paíients may request help in establishing eligibility for the 
“treeze”. 

Increasing efforts are being made to restore more of our 
disabled persons to gainful activity. In 1954 Congress improved 
and expanded the scope of the Vocational Rehabilitation Act, and 
made available additional funds under the Hill-Burton Act for the 
construction of rehabilitation facilities. The “disability freeze” 
amendment to the old-age and survivors insurance provisions of 
the Social Security Act will serve also to stimulate vocational re¬ 
habilitation activities throughout the nation. The Bureau of Old- 
Age and Survivors Insurance, a part of the Social Security Admi- 
nistration in the Department of Health, Education, and Welfare, 
has responsibility for the operation of the Federal old-age and sur¬ 
vivors insurance program. The officials of this Bureau have asked 
the Nation’s medical profession for cooperation and counsel in the 
formulation of sound standards and the application of them in 
making determinations of disability for purposes of this program. 

Under the Old-Age and Survivors Insurance program, wage 
earners, their employers, and self-employed persons contribute 
to a fund from which wage earners and self-employed persons 
may be paid monthly old-age insurance benefits upon retirement 
after age 65, and, from which their survivors may be paid monthly 
benefits. 

The “disability freeze” provisions bears some resemblance to 
the waiver-of-premium clause in commercial life insurance policios. 
It does not provide cash benefits during a period of disability; it 
simply enables an individual to preserve his rights to old-age and 
survivors insurance benefits during a period when he is unable to 
work because of total disability which has existed for some time 
and is expected to be of prolonged duration. It provides for the use 
of the skills of professional persons in State and local agencies to 
get the facts about an applicant’s physical or mental impairment. It 
also directs the Department of Health, Education, and Welfare 
to refer the disabled applicant to a State agency for possible vo¬ 
cational rehabilitation Services. 

For a person to become entitled to old-age insurance benefits, 
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or for his family to become entitled to survivors’ benefits in case 
oí his death, he must have engaged in work covered by the 
prcgram for a specified length of time. The amount of monthly 
benefits is based upon his “average monthly earnings” in such 
work. Before the enactment of the disability íreeze, periods of 
low or no earnings, such as those caused by disability, reduced 
his average monthly wage and resulted in lesser monthly benefit 
amounts. It was even possible to lose eligibility to benefits be- 
cause of prolonged absence from covered work. The new provisión 
preserves a disabled person’s right to full benefits by allowing 
the exclusión of a period of extended disability in the computation 
of his benefit amount. 

The term “disability” is statutorily deíined as: 

“*** inability to engage in any substantial gainful 
activity by reason of any medically determinable 
physical or mental impairment which can be expected 
to result in death or to be of long-continued and 
indefinite duration, or blindness.” 

The only impairment which is specifically defined is “blindness”. 
It is defined as central visual acuity of 5/200 or less in the bettei’ 
eye with the use of a correcting lens. An eye in which the visual 
field is reduced to 5 9 or less concentric contraction is considered 
as having a central visual acuity of 5/200 or less. (An individual 
with a visual impairment which does not meet this definition may, 
however, be considered and may be found eligible under the general 
definition.) A person whose sight is impaired to the extent de¬ 
fined in the law is deemed blind regardless of whether he is able 
to engage in gainful activity. The determination of whether an 
individual’s impairment may be deemed to be a “disability” must 
be made upon consideration of the medical evidence and by appli- 
cation of medically approved standards of disability. 

In general, determinations of disability will be made by a 
State vocational rehabilitation or other appropriate State agency, 
under an agreement entered into with the Secretary of Health, 
Education, and Welfare. The State agency will be reimbursed 
for the necessary costs of making such determinations. In Puerto 
Rico, the determinations of disability will be made by the Voca¬ 
tional Rehabilitation División. 

A large number of freeze applications are expected in the early 
months of 1955 because persons with sufficient covered earnings 
who are currently disabled may establish periods of disability re- 
troactively to the earliest date they were disabled and could meeL 
the covered work requirements for a period of disability. 

The Bureau has enlisted the counsel of a Medical Advisory Com- 
mittee whose members will be representative of the various fields 
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of the medical proíession. This committee will assist in the de- 
velopment of policies, standards, and procedures for the procure- 
ment and evaluation of medical evidence in accordance with sound 
medical practice. 

In formulating standards and guides for the evaluation of 
disability, the Bureau of Old-age and Survivors Insurance and the 
Medical Advisory Committee will have the beneíit of experience 
acquired by professional personnel in the administration of Federal 
and State disability programs such as vocational rqhabilitation, 
the veterans’ programs, workmen’s compensation, aid to the per- 
manently and totally disabled, and other disability retirement pro¬ 
grams. 

The medical aspects of a disability determination will be based 
upon medical evidence furnished from either of two sources: 

1. The person may ask his physician to send an abstrae! 
concerning his impairment to the office handling the person’s 
application for a disability determination. A brief form which has 
been prepared for this purpose will provide space for medical 
history, clinical findings, and diagnosis of the impairment. In 
some cases, it may be necessary for the disabled person to have 
a current medical examination in order to meet the requirement 
that he furnish medical evidence to support his application; or 

2. The disabled person may arrange to have submitted in 
his behalf a summary of an existing medical record in a hospital 
or other institution or ageney. 

If the medical evidence submitted by the applicant is not 
acceptable or is inconclusive, a current medical examination may 
be authorized. Arrangements for such examinations will ordi- 
narily be made by the State ageney with a local physician, as is 
now done when the ageney secures an examination for its own 
purposes. Payment for such examinations will be made by the 
State ageney which in tura, will be reimbursed by the Bureau 
of Old-Age and Survivors Insurance. 

To qualify for a disability determination, a person must have 
worked in employment covered by the Social Security Act for a 
substantial period prior to the onset of his impairment. Briefly, 
he must be credited with earnings for at least 5 years out of the 
last 10 years, including at least 1 *4 years out of the last 3 years 
immediately before the onset of his disability. 

A person’s earnings record cannot be frozen until he has been 
disabled for 6 months and it appears that he will suffer prolonged 
disability or death. In addition, he must be still disabled when he 
files his application for the disability determination. A period 
of disability ends when the disability ceases or he attains age 65. 

A person who files an application before July 1, 1957, for a 
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“freeze” may establish a periocl of disability which extends re- 
troactively to the time when he could have first met the eligibility 
requirements. A person who is now receiving old-age insurance 
benefits and who was totally disabled before age 65 may have the 
amount of his monthly benefits increased by filing a valid appli- 
cation for a “freeze”. However, no benefit amounts can be in¬ 
creased for months before July 1955, and the applicant must 
be living on July 1, 1955, for his appl¡catión to be valid. 

An application to establish a period of disability for Old-Age 
and Survivors Insurance purposes should be filed by the worker 
in the nearest social security district office. There are 5 district 
offices serving residents in Puerto Rico. These are located in 
Arecibo, Mayagüez, Caguas, Ponce and San Juan. Itiñerant Service 
in other communities is provided by each of these offices, and a 
representative will cali on persons who may be confined to their 
homes. Aclditional information concerning the disability “freeze” 
program can be obtained írom any of the above district offices. 




ALL THE BODY-BUILDING 
NOURISHMENT OF MILK 

There’s nothing like milk to provide 
the nutrients needed for steady growth 
. . . and when you recommend Pet 
Evaporated Milk, you know that the 
bables in your care are getting all of 
the body-building nourishment of milk 
— a milk that is sterilized and made safe 
in a sealed container, a milk that is 
always uniform and easy-to-digest, a 
milk that costs less than anv other form 
of milk...far less than special infant 
feeding preparations. 


Favorecí Form of Milk 
for Infant Formula 
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FT MILK COMPANY, ARCADE BUILDING, ST. LOUIS 1; MISSOURI 

Distribuidores: B. FERNANDEZ & HNOS., INC. 

San Juan, Puerto Rico 
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Chloral Hydrate iti Suppository Form 



The NEOCERA Base 
A special blend of water-soluble 
waxes requiring no refrigeration. 
Advantages 

Non-barbiturate, non-cumulative 
and no gastric disturbances. Ac- 
curate and pre-measured dosage 
without any rectal discomfort or 
irritation. No leak-back after in- 
sertion. Rapid solubility assures 
prompt sedation. 

Supplied 

Aquachloral Supprettes, 5 grains 
(green), 10 grains (blue), 15 grains 
(yellow) in jars of 12. 


Professional Samples Upon Request 
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UNA MANERA SENCILLA DE ESTIMULAR LA 




trici° n 


una madre preocupada le pregunte 
[ué hacer para que su bebé coma más, usted 
tuede ayudarle a comprender que un niño 
•btiene mayores beneficios de sus alimentos 
luando los come con gusto, 
ío se puede esperar que un niño prospere 
¡esde el punto de vista nutricional ni emotivo, 
uando las horas de sus comidas están impor- 
jnadas por ruegos y contrariedades, 
s beneficioso para sus pequeños pacientes el 
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Todos los alimentos 
BEECH-NUT para bebés 
han sido aceptados por el 
Consejo de Alimentos y 
Nutrición de la Asociación 
Médica Americana, como 
también todas las afirma¬ 
ciones en cada anuncio de 
Alimentos BEECH-NUT 
para bebés. 


que BEECH-NUT incorpore al agradable sabor 
de sus alimentos un positivo valor nutritivo. 
Ahora, con más variedad que nunca entre la 
cual escoger, BEECH-NUT hace más fácil que 
las madres complazcan a los pequeños pacien¬ 
tes de usted, y mantener felices las horas de 
las comidas. 

Una amplia variedad que usted puede reco¬ 
mendar: Sopas de Carne y de Vegetales, Frutas, 
Vegetales y Postres. 


BEECH-NUT 


AUMENTOS para MINOS 


Envasados en frascos de cristal 

Distribuidores Exclusivos para Puerto Rico: 

OSE MALGOR y CIA., Tetuán 305, San Juan, Puerto Rico—Teléfono: 2-2200 










Marca Registrada 

POLVOS PARA 
DUCHAS VAGINALES 


moderna terapéutica 


en VAGINITIS 

50% de las mujeres enfermas sufren de derrames 
vaginales, y su pH es el índice. 

Siendo la acidez el factor terapéutico más importante 
en Vaginitis, DOMOGYN, con un óptimo pH de 4.2, 
controla rápida y efectivamente esa condición, resta¬ 
blece óptima acidez y normaliza la flora vaginal. 



Una cucharadita de DOMOGYN en polvo o el con¬ 
tenido de un sobre de DOMOGYN, en dos litros de 
agua caliente, forman una suave ducha terapéutica. 


De venta en todas las farmacias 



DOME CHEMICALS INC. 

109 W. 64th St., NEW YORK 23, N. Y. 


Distribuidor: LUIS GARRATON, INC. 

Fortaleza 352 - Tel. 3-1593 - Apartado 2984 - San Juan, P. R. 



ALLERGIC MANIFESTATIONS 


Piromen ® 


(PSEUDOMONAS POLYSACCHARIDE) is proving 

effectivc in tlie control of a wide variety 

of allcrgies, dermatoses, and certain ophthalmic disorders. 

When injected, it produces a leucocytosis 

and initiates generalized activation of the reticulo- 

endothelial systein. Supplied in 10 cc. vials containing 

either 4 or 10 gamma (micrograms) per cc., 

Piromen may he used safely witliin a wide dosage range. 


DERMATOSES 


OPHTHALMIC 

DISORDERS 



For a comprehensivo hooklet detailing the use of 
tliis effeclive iherapeutic agent, merely irrite 
"Piromen” on your Rx, and mail lo — 



Manufaclured by TRAVENOL LABORATORIES, INC. 

íl subsidiary of BAXTER LABORATORIES, INC., MORTON GROVE, ILLINOIS, 

















A LOS SEÑORES MEDICOS 


Nos complacemos en recordarles que desde hace 25 
años somos distribuidores de los productos de ELI 
LILLY, de los cuales siempre tenemos completo 
surtido en existencia. 

J. M. BLANCO. INC. 

(Droguería Blanco) 
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ASAMBLEA ANUAL 

Diciembre 6-10, 1955 

ANOTE ESTA FECHA EN SU CALENDARIO 






THE NEW YORK POLYCLINIC 

ESCUELA DE MEDICINA Y HOSPITAL 

Organizada 

en 1881 

La Primera Institución Médica 

de América para Postgraduados 


RADIOLOGIA 

UROLOGIA 



Revisión comprensible de los 




conceptos de física y altas mate- 

Curso combinado en Urología, cu- 



máticas necesarios, interpretación 

briendo un ano académico (8 me- 



de placas, todos los procedimien- 

ses). Este curso comprende ins- 



tos diagnósticos de uso standard, 

trucción en farmacología: fisiolo- 



métodos de aplicación y dosis de 

gía; embriología; bioquímica; bac- 



radioterapia, r a d i u m y rayos 

teriología y patología; trabajo 



X; procedimientos fluoroscópicos 

práctico en anatomía quirúrgica y 



standard y especiales. Revisión de 

procedimientos urológicos opera- 



lesiones dermatológicas y tumores 

torios en el cadáver; anestesia re- 



susceptibles de radioterapia, así 

gional y general (cadáver) ; gine- 



como los métodos y cálculos de 

eología en la oficina; diagnóstico 



dosis en los tratamientos. Espe- 

proctológico; el uso del oftalmos- 



cial enseñanza de los más nuevos 

copio; diagnóstico físico; interpre- 



métodos diagnósticos por medios 

tación roentgenológica; interpreta- 



de contraste (broncografía) al li- 

clón electrocardiográfica; dernia- 



piodol, uterosalpingografía, visua- 

tología y sifilología; neurología: 



lización de las cámaras cardíacas, 

terapia física; instrucción conti- 



insuflación perirrenal y pielogra- 

mía en diagnóstico cistoendoscó- 



fía. Se incluyen instrucciones so- 

pico y manipulación del instru- 



bre disposición y dirección de de- 

mental quirúrgico; clínicas opera- 



partamentos radiólogos. 

torias; demostraciones en el tra- 




tamiento quirúrgico de tumores de 




la vejiga y otras lesiones vesica- 




les, así como resección endoscó- 



OBSTETRICIA Y GINECOLOGIA 

pica de la próstata. 



Un curso completo. En Obstetri- 




cía; conferencias; clínica prenatal; 




presencia a partos normales y o- 




peratorios; operatoria obstétrica 

PROC TOLOGIA Y 



(maniquí). 




En Ginecología; conferencias; 

GASTROENTEROLOGIA 



exploración clínica; presencia de 




operaciones; examen pre-operato- 

Curso combinado que comprende 



rio de pacientes; clínica post-ope- 

asistencia a clínica y conferencias. 



ratoria de las pacientes en las sa- 

instrucción en exámenes, diagnósti- 



las. 

co y tratamiento, presenciar ope- 



Patología obstétrica y ginecoló- 

raciones, visitas a las salas, de- 



glca; nnestesia regional (en ca- 

mostraciones de casos, patología, 



dáver). Asistencia conferencias en 

radiología, anatomía, prootología 



Obstetricia y Ginecología. 

operatoria sobre el cadáver. 


Para información sobre estos y otros cursos diríjase a: 

The Dean, 345 West 50th St., New York 19, N. Y. 
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A Comprehensivo 
Therapeutic Formula 

For All Nutritional Anemias 



® 


A daily dose of 3 IRONATE capsules provides: 


Ferrous Sulfate, Dried 


681 mg.* 


Copper (as copper sulfaté) 


3 mg. 


Vitamin B, (thiamine hydrochloride) 


15 mg. 


Vitamin B 2 (riboflavin) 

Vitamin B 6 (pyridoxine hydrochloride) 
Vitamin B, 2 (crystalline) 

Vitamin C (ascorbic acid) 

Fol*" '"■cid 

Calcium Pantothenate 

Niacinc lide 

Liver, d»» iccated, N.F. 


6 mg. 


IRONATE 

3 mg. 


supplies: 

15 mcg. 

e 

lron r plus 

e 

Vitamin BCom- 
plex—in signif¬ 

225 mg. 

e 

icad amount— 
Crystalline 


1 mg. 


Vitamin B 12 in 
substantial dos- 

3 mg. 


age 

e 

Copper 

60 mg. 

• 

• 

Vitamin C 

Des iccated 

525 mg. 


Liver 


equivalen! to 1 5 gr. ferrous sulfate, U.S.P. or 204 mg. of elemental ¡ron 


A combination of specifíc and 
adjuvant factors to assure a 
prompt and sustained erythro- 
poietic response. 

¡DONATE 

IRON • VITAMINS • LIVER 

SUPPLIED: Bottles of 100 capsules 
y^et/í Incorporated, Philadelphia 2, Pa. 

Distribuidores: FRANCISCO N. CASTAGNET 
P. O. Box 2506 — San Juan, P. R. 




LO ULTIMO EN 
EL TRATAMIENTO 
DE LAS ANEMIAS 





c o n 


J 


(Concentrado Hematínico con 


Factor Intrínseco, Lilly) 


NuSVcl FÓrmilla. parte del contenido de vitamina B 12 y factor intrín¬ 

seco se halla ahora en el nuevo complejo oficial de- 
Más Potente signado como: Vitamina H 12 con Concentrado de 

Factor Intrínseco, F. E. U. El potente Concentra¬ 
ría Nunca do Hepático Gástrico Especial. Eilly, sigue siendo 

un ingrediente principal en la nueva fórmula. 

I’osología: En cualquier anemia tratable, sólo 2 

cápsulas al día. 


Cada Cápsula 
Suministra 


Concentrado Hepático Gástrico Especial, 
(Contentivo dei Factor Intrínseco) 
Vitamina I i 12 con Concentrado de Factor 
Intrínseco, F. E. U. 

V, Cuidad F. E. U. (oral)* 

Vitamina B 12 (Equivalente de actividad) 
Sulfato Ferroso Anhidro 
Acido Ascórbico 
Acido Fólico 


, Eilly 
150 mg 


7.5 meg 
3(10 mg 
75 mg 
I mg 


*l'na unidad F.E.í'. diaria produce una respuesta 
típica en los casos término medio de anemia per¬ 
niciosa sin complicaciones 

Presentación: Este producto se suministra en fras. 
eos de 30 y 500 cápsulas (No. 2). 



CALIDAD - INVESTIGACION - INTEGRIDAD 


Eli Lilly Pan American Corporation 
Indianapolis 6, Indiana, E. U. A. 
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SO SIMPLE ANDTROUBLE FREE 






PINCH GRIP" 
MECHANICAL STAGE 


For the man who uses microscopes day after 
day, year after year, only the simple construc- 
tion of the AO Spencer "Pinch-Grip” Mechani- 
cal Stage offers such ease of operation, safety 
to slides and durability. 

Slight pressure between foreíinger and 
thumb opens the gripper arm without jarring 
the stand or disturbing mechanical stage set- 
tings. Upon release, the arm returns smoothly 
— holds slides firmly without injury. An extra- 
long coil spring permanently provides just the 
right tensión. 

This AO design for the microscopist is ap* 
parent also in the renowned Spencer Optics, 
dust-proof, dual-cone nosepiece, "autofocus”, 
custom tensión adjustment, "full-field” illumi- 
nation, convenient arrangement of Controls, and 
many other features. But test the many advan- 
tages of AO Spencer Microscopes yourself. Ask 
your AO Spencer distributor for a demonstra- 
tion 


American Optical 


INSTRUMENT DIVISION • BUFFALO 15, NEW YORK 


Representantes Exclusivos: 

PUERTO RICO OPTICAL COMPANY 

San Francisco —363 - San Juan, P. R. 
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ravenous 


\ntrarnuscu 




to relieve nausea and vomiting 
of pregnancy and ¡n adoles- 
cent acné 


#*•••• 


P YRIBE XIH 

CnTonJ—^ 


(Pyridoxine HCI *** Thiamine Chloride) 
Each 1 cc contains: 

Vitamin Bl ...50 mg 

Vitamin B6.50 mg 

VIALS OF 10 ce 


IROBLEX 


for use in hypochromic and 
tri+ional anemias 


(Iron - Liver - B Complex) 
Each cc contains: 

Thiamine HCl (Bl) .1C 

Riboflavin (B2) . 

Pyridoxine HCl (B6) . 

NICOTINAMIDE . ‘ 

IRON CACOI)YLATE . I 

LIVER (10 U.S.P. UNITS 

PER CC) . 

Phenol (As preservative) 0.5 

VIALS OF 10 cc 


Improved 


Formula 


NION CORPORATION los angeles 38, california 

JOAQUIN BELENDEZ SOLA, INC. 

PO BOX 1 188, SAN JUAN, PUERTO RICO 












































A protein supplement 

that patients enjoy 


Tasty, cocoa-flavored PROTENUM® 
is welcomed as a protein supplement 
by protein-needy patients who balk 
at usual foods—persons eonvalescing 
from illness, injury or surgery; preg- 
nant or laetating women; “finicky” 
children or undernourished adults 
who “just don’t like to eat.” 

One glass of PROTENUM beverage 
supplies about 24 grams of protein— 
the approximate protein equivalent 
of 4 eggs or 3s pound of rare steak. 
Three glasses a day will supply the 


full recommended protein allowance 
for the average adult. 

Low in fat and an excellent source 
of calcium, PROTENUM is quickly 
prepared as a beverage simply by 
adding water. Specify PROTENUM. 
Your patients will like it. Available 
in 1 and 4 pound cans at drug stores 
everywhere. 

Samples, and literature with a 
variety of recipes for PROTENUM 
beverages and desserts, are available 
on request. 



Mead Johnson & co. 

EVANSVI LLE 2 1 , I N D., U. S. A-. 


P. O. Box 3081 — San Juan, P. R. 
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Your Patients 

RON 



1- ledical surveys reveal 

n f nutr í. 


tional deficiency in one 
out of every four patients. 


¡üpplement, B-NUTRON 
iplies B -Complex and 


y to take 



of all age groups. 


B-N UTRON TABtITS 

supply essentially the same 

oiay prefer »«*"• 



4 9 or 16 

4¿- s andlW*' T,WM! 



| FLUID OUNCES 


B-NUTRON 


(grog) 11 ’ 


Esch TMtpeonful {5 te.) «onloin» 

THIAMINE CHIORIDE (>i).•••• * mt 

RISOFLAVIN .. " ' 

FYRIDOXINE (•»)• .. ° J 

NIACINAMIDE.. 

FERROUS GlUCONATE. 1 ® r ' 

MANGAN ESE SODIUM 

CIFRATE N. F. Vil*. » 9 

Preierved wllh tenielt Acld O.J% 

■NaW In humen nutfitien ho« nel been ertobllibe#- 

NION corpírationp 

IOS ANGELES • CALIFORNIA 



NION CORPORATION • LOS ANGELES 38, CALIFORNIA 


Exclusive Distributors: 
JOAQUIN BELENDEZ-SOLA INC. 

P. O. Box 1188 Tel. 3-5010 

San Juan, Puerto Rico 
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D RYCO provee la proteína indispensable para el crecimiento 
de los bebés, y el reducido nivel de grasa de DRYCO 
hace a este alimento infantil fácil de digerir. Debido a que DRYCO 
tiene un moderado contenido de carbohidrato, las fórmulas de DRYCO 
son suficientemente flexibles para satisfacer las necesidades de cada 
bebé. Las tomas de DRYCO suministran cantidades adecuadas 
de vitaminas A, Bj, B 2 y D, calcio y fósforo. 


DRYCO es preferido porque proporciona la sana 
nutrición que los bebés necesitan; es el substituto recomendado cuando 
la madre no puede amamantar a su hijito. 
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THE BORDEN FOOD PRODUCTS COMPANY 
350 Madison Avenue 
New York 17 , N. Y., E.U.A. 

Señores: 

Sírvanse enviarme a su más pronta conveniencia: 

□ El folleto "Datos y Fórmulas" con informes profesionales sobre el 
uso de DRYCO en la alimentación infantil. 

□ Una tarjeta práctica para referencia de las fórmulas sobre DRYCO. 

□ Un secante con la fórmula DRYCO de fácil preparación. 

I Escriba con letra de imprentaI ^ 

Nombre_____ 

Calle_ 

Ciudad-País- 

Reg. S. S. A. No. 1856 "A" P-1045/53 

Distribuidores para Puerto Rico: 

PLAZA PROVISION COMPANY, Fortaleza 104, San Juan, P. R. 




















































Afat 9\an A lañe — 

but many other nutritional factors are usually 

involved in SECONDARY ANEMIAS 

FERBETEX 

5? TRAND ' 

supplies a well-rounded, well balanced therapeutic 
combination of essentials. 


Each tablet provides : 

FERROUS GLUCONATE _3 grains 

LIVER CONCENTRATE_3 grains 

B-COMPLEX VITAMINS 

Thiamin _ 2 mg. 

Riboflavin _ 2 mg. 

Ca. Pantothenate _ 1 mg. 

Pyridoxine _ 0.5 mg. 

Niacinamide _10 mg. 

FOLIC ACID _ 0.5 mg. 

ASCORBIC ACID_20 mg. 

and 

VITAMIN B-12 _3 micrograms 


An Efficient hematopoietic, FERBETEX is remarkably well toler- 
ated, with optimal nutrient utilization, and least gastrointestinal 
upsets. 

Bottles of 50 and 100 capsules shaped tablets. 

Physicians’ Samples and Literature upon request. 


Exclusive Distributors: 
JOAQUIN BELENDEZ-SOLA, INC. 

P. O. Box 1188 Tel. 3-5010 


San Juan, Puerto Rico 














Now ... a totally new nonbarbiturate hypnotic-sedative! 



In most cases — 


Rapid onset—15-20 minutes 
Lasts 4-8 hours 
No hangover 

Dosage: 0.25 to 0.5 Gm. before bedtime. 
Scored 0.25- and 0.5-Gm. tablets. 


C I 13 A. Summit, N. J. 


2/2075M 





for infants • • . flayor is ímportant 
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physicians and youngest patients alike ... will welcome 



Terraisaycsim* Brops 

(brand of oxytetracycline amphoteric) 


...o/i ideal new 
d osa ge form of 

broad - spectrum 
antibiotic therapy 


Solé Distributora: Representing: 



Each vial contains 1.0 Gm, 
of terramycin in powder form, 
to be reconstituted with 
water; this provides a total 
dosage generally adequate 
to cover the course of most 
pediatric infections. 

Delicious raspberry flavor 
Simple administration 
High concentration 
Flexible dosage 
Miscible with all foods 
Excellent toleration 

*Trademark of Chas. Pfiser & Co., Inf, 
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antiarthritic 


múltiple 

advantages 


Y Y 


Salicylates and cortisone have com- 
plementary action when combined ... 

Smaller doses of each are sufficient to 
produce a therapeutic response equiv- 
alent to massive cortisone therapy. 
With smaller doses, side effects are 
absent, thus permitting SALCORT 
therapy over a prolonged period. 
THERE ARE NO WITHDRAWAL 
PROBLEMS WITH SALCORT. 




Salcort provides safe, dependable re- 
lief in arthritic affections. Early func¬ 
ional improvement and a sense of well 
being are significant in a large per- 
centage of patients. 


Each tablet contains: 

Cortisone Acétate .2.5 mg. 

Sodium Salicylate .0.3 Gm. 

Aluminum Hydroxide Gel, dried.0.12 Gm. 

Calcium Ascorbate . 60 mg. 

(equivalent to 50 mg. ascorbic acid) 

Calcium Carbonate . 60 mg. 


professional literature and sample 
available on request 

THE S. E. MASSENGILL COMPAN Y 

BRISTOL, TENNESSEE 




Distribuidores: COMERCIAL GODEL - Calle Europa 802 
Tel. 3-1061 - Santurce, P. R. 

P. O. Box 1081 - San Juan, P. R. 
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DESITIN 

hemorrhoidal 

SUPPOSITORIES 

with cod liver oil 

are safe, conservative therapy 

in hemorrhoids 

because they provide healing crude Norwegian 
cod liver oil (rich in vitamins A and D and 
unsaturated fatty acids, in proper ratio 
for máximum efficacy). 



wufte comjjOTÍUui 




emollient, protective, lubricant to relieve 
pain, itching and irritation rapidly... to 
minimize bleeding and reduce congestión. 

contain no styptics, narcotics 
or local anesthetics, so 
they will not mask 
serious rectal disease. 
Easy to inserí and 
retain. 

Composition of Desitin Supposi- 
tories: crude Norwegian cod liver 
oil, lanolin, zinc oxide, bismuth 
subgallate, balsam perú, cocoa 
butter base. Boxes of 12 foil 
wrapped suppositories. 


for samples, please write 


DESITIN CHEMICAL COMPANY • 

70 Ship Street • Providence 2, R. I. 


Distributor: 

COMERCIAL GODEL, INC. 
Calle Europa 802 
Santurce, Puerto Rico 








true choleretic action 


WHAT IT IS 

Gallogen is a true choleretic, not a bile salt. It is the synthetic active 
ingredient of the ancient drug Cúrcuma. Chemically it is the dietha- 
nolamine salt of the mono-d-camphoric acid ester of p-tolylmethyl 
carbinol. 


WHAT IT DOES 

Gallogen acts directly on the hepatic cells--quickly and positively. 
A marked increase in the formation of bile by the liver follows its ad- 
ministration. This is natural, whole bile in volume and composition. 
Administered to patients with normal liver functions and patients with 
various liver impairments, Gallogen produces a choleresis in proportion 
to the functional capacity of the liver. This choleresis is prompt and 
lasting, the flow beginning in about one hour and lasting one hour or 
more after the onset. 


WHAT IT’S FOR 

Gallogen is indicated whenever it is desirable to increase the flow of 
bile, encourage activity of the gallbladder and promote normal function 
of the biliary system. Gallogen is therapeutically effective in biliary 
dyspepsia, chronic cholecystitis, nonobstructive cholangitis, biliary dys- 
kinesia, biliary stasis, pre- and postoperative conditions where the flow 
of bile is sluggish. 

Gallogen is a useful adjunct in cholecystectomized patients and in 
conditions characterized by incomplete digestión of fats and carbo- 
hydrates, and lack of intestinal motility. 

In X-ray visualization, Gallogen facilitates cholecystography by stim- 
ulating secretion of whole bile. 


Gal I o c¡ e n • 


Gallogen has a long record of clinical safety. It is nontoxic in thera- 
peutic doses. Gallogen is not habit-forming and may be administered 
over long periods of time without developing a tolerance to the drug. 

Contraindicated in acute biliary conditions, common duct obstruc- 
tions, acute hepatitis or marked cholangitis. 

PROFESSIONAL LITERATURE AND SAMPLES AVAILABLE 



THE S. E. MASSENGILL COMPANY Bristol, Tenn. 

Distribuidores: COMERCIAL GOI)EL - Calle Europa 802 
Tel. 3-1061 - Santurce, P. R. 

P. O. Box 1081 - San Juan, P. R. 













DELICIOSO! 


SALUDABLE! 


i quiere lo me jor 
pida la marca 


NUTRITIVO 
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Acetazolamida LEDERLE 


Un nuevo diurético oral . . . 

No es mercurial ni derivado de xantina 

El DIAMOX, ampliamente probado y comprobado ya 
en clínicas y laboratorios, es un nuevo producto que 
se indica para el régimen del edema de pacientes cardíacos 

Administrado todas las mañanas, redunda en una 

copiosa diuresis que dura de 6 a 12 horas 

(sin interrumpir el descanso nocturno del paciente). 

El DIAMOX no es un irritante gastrointestinal ni renal. 

El DIAMOX no produce efecto tóxico cumulativo, 
ni cuando se lo administra, como se 
recomienda, durante un período indefinido. 

Viene en tabletas ranuradas de 250mg para uso oral 



un timbre de honor 


'Morco registrado 


LEDERLE LABORATORIES DIVISION 

CYANAMID INTER-AMERICAN CORPORATION 

49 WEST 49TH STREET, NEW YORK 20, N. Y. 






la formula completa 
ofrece las ventajas de la leche materna 


1 ili )LAC es leche pura de vaca, segura, en forma con¬ 
veniente de polvo, modificada especialmente para la alimentación 
infantil. ¡Proporciona una nutrición completa en una fórmula 
sencilla! 

BIOLAC se asemeja grandemente a la leche materna 
en sus características nutritivas y digestivas. Con su amplio con¬ 
tenido de proteína y reducido nivel de grasa, adición de lactosa, 
vitaminas y hierro agregados, BIOLAC satisface completamente 
las necesidades alimenticias de la infancia. 

BIOLAC es una fórmula completa fácil de recetar—no 
hay ingredientes extras que calcular en su fórmula—y BIOLAC 
es sencillo de preparar . . . sólo requiere la adición de agua. 

BIOLAC viene en su lata sellada al vacío para pro¬ 
tección de los bebés: es una fuente pura y sana de nutrición que 
todos los bebés necesitan para desarrollar cuerpos fuertes y 
saludables. 



Distribuidores para Puerto Rico: 

PLAZA PROVISION COMPANY, Fortaleza 104, San Juan, P. R. 




Para el Tratamiento de las ANEMIAS 



armatinic 

activado capsuletas 

Cada capsúlete de ARMATINIC ACTIVADO 


contiene: 

Sulfato Ferroso Desecado... 200 mg. 

*Crystamín... 10 mcg. 

Acido Fólico. 1 mg. 

Acido Ascórbico (Vitamina C). 50 mg, 

f Hígado Fracción II, N. F. 

con Duodeno Desecado. 350 mg. 


*la Vitamina Bt2 Cristalina de los Laboratorios Armour 
f El hígado se digiere parcialmente con una cantidad 
igual de duodeno durante el proceso de manufactura. 



PRESENTACION: Frascos de 50 y 100. 


Vitamina B 12 con "activador” más concentraciones efectivas de todos los demás 
principios hemopoyéticos para asegurar una rápida y completa respuesta hemo- 
poyética. 



PRESENTACION: Frascos de 4 y 8 oz. 


armatinic 

el nuevo LIQUIDO hematínico 

Cada onza fluida de ARMATINIC LIQUIDO 
contiene: 


Fracción Hepática I (Clarificada).... 1.25 gm. 
Citratos de Hierro y Amonio F.E.U.. . 1.30 gm. 

Acido Fólico. 2.0 mg. 

*Crystamin... 20.0 mcg. 


*La Vitamina B 12 Cristalina de los Laboratorios Armour 


Para una efectiva y rápida respuesta clínica y un sabor refrescante. El Armatinic 
Líquido suministra Vitamina B 12 Cristalina con hígado clarificado y otros importantes 
principios hemopoyéticos en una forma líquida, fácil de tomar, con un sabor agradable. 



THE ARMOUR LARORATORIES chica6o n. itimois. c. u. *> 

cíe fáefxctac>urn 7/¿u*u¿¿o/ 


TERAPEUTICA FISIOLOGICA MEDIANTE LA INVESTIGACION BIOQUIMICA 


Thia advertisement appearr m tht November, 1952 issue of Che foUowing p ub l i eati tnt: 
America Clínica SI Farmacéutico Sinopau Medica Internacional 


Distribuidor: LUIS GARRATON, INC. 

Fortaleza 352 - Tel. 3-1593 - Apartado 2984 - San Juan, P. R. 
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CALAD RYL 


LOCION Y CREMA 
DE CALAMINA Y BENADRYL, 


El Caladryl proporciona el tan deseado 
alivio del prurito, ardor y otras molestias pro¬ 
ducidas por las quemaduras de sol, sudamina, 
y erupciones debidas a pañales húmedos o 
cosméticos, picaduras de insectos y varicela. 
Por contener uno por ciento de Benadryl, 
ejerce una acción antihistamínica y antipru- 
ritica excepcionalmente eficaz. El excipiente de 
calamina, el alcanfor y la glicerina que con¬ 
tiene el Caladryl proporcionan una acción 
calmante. 

El Caladryl, en forma de loción, se suministra en 
frascos de 180 cm. 1 Se mantiene en estado de suspen¬ 
sión por días—vuelve fácilmente al estado de 
suspensión con sólo agitar ligeramente. 

La Crema de Caladryl se suministra en tubos de 
42 Gm. Tiene un excipiente acuomiscible—puede 
ser aplicada y removida fácilmente. 



S-J-11-5S 
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world-famous Theragran formula 
now combined with 
minerals and trace elements 

Theragran and minerals 

(SQUIBB VITAMINS AND MINERALS FOR THERAPEUTIC USE) 

A balanced combination of high potencies of 
essential vitamins plus important minerals and trace 
elements for simultaneous vitamin-mineral support. 

Supplied in a combination package containing 
one bottle of 25 Theragran capsules and one bottle 
of 25 Mineral capsules. 


Usual dosage: 1 Theragran capsule with 
1 Mineral capsule daily. 
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nMMp&iÁlíc, 

OAltípflAl'lÁÁiC' 


Caligesic ointment provides prompt re- 
lief from the incessant torment of itch- 
ing. Cooling, soothing, protective and 
mildly anesthetic, it is also greaseless, 
water-washable and non-staining. . . . 
Whatever the cause of the pruritus, 
Caligesic offers safe, symptomatic 
control. 

Caligesic will be found highly effective 
in the treatment of pruritus vulvae, ani, 
or scrotae; insect hites; urticaria; neuro- 
dermatitis; sunburn; diaper rash. 

Caligesic contains Calamine 8 G. ( Ben- 
zocaine 3 G,, and Hexylated m-cresol, 
0.05 G., per 100 G. 


for prompt relíef of 

PRURITUS 


Rx. Supplied in 
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Pediatric 



(Erythromycin Stearate, Abbott) 


Stearate 


ORAL SUSPENSION 



PEDIATRIC ERYTHROCIN STEARATE is a sweet, cinnamon-flavored 
suspensión designed to picase the exacting taste of little patients. 
Pediatric Erythrocin is ready for instant use. No mixing required. 
This new form of an effective antibiotic remains stable for at least 
18 months—whether or not the bottle has been opened—without 
loss of effectiveness or change in flavor. 

PEDIATRIC ERYTHROCIN is especially indicated in otitis media, bron- 
chitis, sinusitis, pharyngitis, tonsillitis, scarlet fever, pneumonía, 
erysipelas, pyoderma . . . when children are sensitive to other anti- 
biotics or when the organism is resistant . . . when the organism is 
staphylococcus, because of the high incidence of staphylococci re- 
sistance to other antibiotics. 


PEDIATRIC ERYTHROCIN is less likely to alter the normal intestinal 
flora than many other oral antibiotics. 


PEDIATRIC ERYTHROCIN STEARATE is supplied in 2-fluidounce bottles. 


ABBOTT 
C a y e y 


LABORATORIES PUERTO 
Street, Córner William Jones « 


RICO INC. 
Santurce 







Primera 

... en el campo de la 
investigación antibiótica 

Primera 

_en introducir un 

nuevo y superior antibiótico: 

ACROMICIN A 


TETRACICLINA 


Y, ahora, primera 

... en lanzar una forma intramuscular 
antibiótica nueva y superior: 


CLORHIDRATO DE 


ACROMICINA 


HCI DE TETRACICLINA CRISTALINA 

INTRAMUSCULAR 




En va jes: frasco de 100 mg 
[a diluirse con agua, poro inyección, 
agregando 2cm 3 a cada frasco de 100 mg. 
Las soluciones se mantienen a la 
temperatura ambiente durante 24 horas). 


/“ 


•Morco de fábrica 

. Á 



Las primicias en materia de investigación antibiótica provienen de: 

UPEME IAI0RAT0RIES DIVISION, Cyanamld Inter-Ameritan Corporation, 4» West 49th Street, New York 10, N. T. 
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CLINICAL EXPERIENCE WITH MYLERAN IN THE 
TREATMENT OF LEUKEMIA* 

X s 

RAMON M. SU ARE Z, RAMON M. t SUAREZ JR.„ JUAN SABATER 

l- ✓ -A 

and ROBERTO BUSO** 


(With the technical assistance of Mrs. Sara Torres de Olavarrieta and 
Mrs. Jutta Munchow de Graulau.) 

Localized roentgen irradiation and internal total body irradia- 
tion with radioactive phosphorus P :{2 , have been considered the 
most effective treatments of chronic myelocytic leukemia. Bene- 
ficial results have also been obtained with the use of nitrogen 
mustard, triethylene melamine (TEM), urethane and total body 
roentgen irradiation. 1 A new colchicum alkaloid known as Deme- 
colcin Ciba- has also been found to have cytostatic efíects in mye- 
logenous leukemia. 

Recent studies conducted in Europe and in the U.S. seem 
to indícate that a new drug, a sulíonic acid ester, originally pre- 
rared at the Chester Beatly Research Institute in London and 
known as G.T.41 or Myleran has some valué in the treatment of 
chronic myeloid leukemia. Its Chemical ñame is 1,4-Di (methane- 
rulphonoxy)butane and its formula, CH ;r S0_«-0-(CH2)4-0-S0;.-CH:;. 

English investigators found the drug to be active against the 
Walker rat carcmoma 256 and that it produced marked depression 
of granulopoiesis, not only in rat, but also in man. Its depressive 
effect seemed to be selective on the granulocytes. In contrast to 
roentgen rays and the amine mustards lymphopoiesis was ap- 
parently not affected. 

The early clinical triáis by Galton 3 and Haddow and Timmis' 
in Britain showed a favorable effect of Myleran upon patients 
vvíth chronic myelogenous leukemia. They reported a rise in hemo- 

* Presented at the annual meetíng of the Medical Association of Puerto Rico 
on December 9, 1954. 

** From the staff of Fundación de Investigaciones Clínicas and Hospital Mi- 
miya, Santurce, Puerto Rico. 

The drug was supplied by Dr. Donald S. Searle, Medical Director of Bur- 
rouglis Wellcome & Co. (U.S.A.) Inc., of Tuckahoe, N.Y. 
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globin, a decrease in the number of leucocytes, a selective reduction 
or even disappearance of immature myeloid cells from the blood, 
a reduction of the cellularity of the bone marrow, a diminution in 
the size of the spleen, and marked subjective improvement. 

The results were soon confirmed by Bollag 5 in Europe, and 
by Wintrobe et al, 6 Burchenal, 7 and Petrakis and co-workers s in the 
U.S. The most recent contributions were those of W. C. Levin 9 and 
J. Louis, 10 with their respective collaborators, presented at the 
27th. Annual Meeting of the Central Society for clinical Research 
held in Chicago on October 29 and 30 this year. 

There seems to be general agreement as to the efficacy 
of this new chemotherapeutic agent in the management of chromc 
myeloid leukemia, but important points as to optimal therapeutic 
and maintenance dosage, duration of treatment, effect of repeateu 
courses, character and duration of remissions, the effect on the 
bone marrow and specially on platelet formation, the possibility 
of inducing acute myeloblastic crises and a few other problems 
remain to be determined. 

Our experience with this chemotherapeutic agent is limited to 
three cases of chronic myelocytic leukemia, and one case of sub- 
acute monocytic leukemia. 


CASE 1 

E. S. V. — A 44 year oíd white widower, employed as male 
nurse at the Insular Tuberculosis Sanatorium was admitted be- 
cause of pa : n on the left side of the abdomen of 2 years duration. 
A diagnosis of myelogencus leukemia had been established at the 
Bayamón District Hospital in 1952. He had received numerous 
b'ood transfusions; X-ray therapy to the spleen was given in 
muy, 1952, and repeated 6 months later. 

On physical examination, we found an anemic man, weighing 
118 pounds, height 63 inches, blood pressure 100/70. Eyes showed 
normally reacting pupils and normal fundí. He was wearing well 
fitting dentures. There was no lymphadenopathy, no hemorrhagic 
íendency, no fever. The spleen was enormously enlarged, filling 
up the entire left side of the abdomen and part of the right side, 
and its lower pole lying below the brim of the pelvis could not be 
palpated. 

The peripheral blood showed 2.45 million red blood cells, 7.9 
gm. (55.3%) hemoglobin and 244,000 leucocytes per c.mm. Plate- 
lets were not diminished. The differential count confirmed the 
diagnosis of myelogenous leukemia. There were 5.5% myeloblasts, 
5% pre-myelocytes, 13.5% neutrophilic myelocytes and 11.5% me- 
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Lútct of Myieran on the size of the spleen and on the differential count of 
thc lcucocytst. There was a decrease in blasts and more immature forms and 
rn increase in iiolyinorplionuclear leucocytes. 
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tamyelocytes. Neutrophilic polynuclear cells were 32.5%, Stabs 
26.5%, basocytes 2.5% and lymphocytes were only 2.5%. 

Myleran in doses of 2 mg. three times a day was administered. 
No more blood transfusions were given. The improvement, both 
subjective and hematologic was slow but definite and Progressive. 
The patient experienced a sense of well being and felt stronger 
by the second week of treatment. A sharp increase in the total 
number of leucocytes (from 244,000 to 423,000 per c.mm.) with 
a slight drop in hemoglobin (from 7.6 gm. to 6.9 gm.) was ob- 
served on the 14th day of treatment, but 7 days later a definite 
improvement in the blood picture took place. At this time, red 
blood cells were 2.64 million, hemoglobin 7.9 gm. (55.3%) and 
leucocytes 160,750 per c.mm. On the 36th. day, when a total of 
216 mg. of Myleran had been administered, the leucocytes had 
decreased to 22,000 and the red blood cells had increased to 4.02 
million and hemoglobin to 11.6 gm. (80.1%). By the 6th. month 
of treatment, the patient’s peripheral blood appeared normal: the 
total leucocyte count was 5,000 per c.mm.; polymorphonuclear 
neutrocytes were 68%, basocytes 4%, and lymphocytes had in¬ 
creased to 10%, and no myelocytes w r ere observed. The erythro- 
cytes had increased to 5.36 million and hemoglobin to 14.5 gm. 
(100% ). Piatelets were 154,000 per c.mm. At this time the patient 
was put on a maintenance dose of one tablet (2 mg.) Myleran 
daily. 

The most striking objective evidence of the effect of Myleran 
was that observed on the spleen. The enormous organ began to 
diminish in size by the third week of treatment, and by the sixth 
month it could not be palpated by any one of several examiners. 
One month after the dose of myleran was diminished from 6 to 
2 mg. daily, the spleen again became barely palpable on deep ins- 
piration, and two months later it was easily palpable, reaching 2 
inches below the left costal border. 

The selective effect of Myleran on the granulocytes was evi- 
denced by an early depression of the more immature cells. The 
blast forms and the promyelocytes disappearing first from the 
peripheral blood, followed by a decrease in the number and final 
disappearance of the myelocytes. 

It may be interesting to state that even at the time when 
the peripheral blood could be considered normal, the bone marrow, 
despite marked improvement in the number of normoblasts and 
erythroblasts, and a definite decrease in the number of myeloblasts 
and myelocytes and apparently less hyperplasia or cellularity, the 
picture was still compatible with the diagnosis of chronic myelo- 
cytic leukemia. It is also interesting to mention the fact that, des¬ 
pite the sense of well being, the increased capacity to work, and the 
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apparently healthy appearance, and the normal basal metabolism 
( + 9%), no increase in weight was observed during the period of 
observation, which has lasted nine months. 

The last bone marrow study performed on Nov. 29, 1954, show- 
ed 1% reticulum cells, 2.5% myeloblasts, 4.5% pre-myelocytes, 
9% neutrophilic myelocytes, 44% metamyelocytes, 14.5% neutro- 
philes, 3% eosinophiles, and 12% band forms. Platelets were 
139,000. There was no hypoplasia and no thrombocytopenia. We 
were justified, therefore, in increasing the dose of Myleran again 
to 6 mg. daily, as we did on Nov. 30. 

CASE 2 

T. A. — A 40 year-oid white Veteran’s Bureau beneficiary 
was admitted on July 16, 1954, because of left mid-abdominal pain, 
dull in character, of 3 months duration. He had lost 10 pounds 
of body weight. 

Physical examination was negative, except for slight splenic 
enlargement. Studies of the peripheral blood and of the sternal 
marrow obtained by aspiration confirmed the diagnosis of chronic 
myelocytic leukemia and Myleran, 2 mg. tablets, three times a 
day, were given, beginning on July 23, 1954. 



The effect of myleran on the leucocytes, eryt'nrocytes and hemoglobin. Daily 
doses administered and total dosage. 
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Eífeet of Myieran on the spleen and on tile leucocytes. A diminution of the 
more immature forms and an mcrease of the segmented leucocytes. 


The blood picture en entry showed a red blood cell count of 
3.43 million, hemoglobin of 10.4 gm. (72.6$), leucocytes 114,500 
per c.mm. and platelets 160,000 per c.mm. The peripheral blood 
picture was indistinguishable from that of a normal bone marrow. 
There were 2 % myeloblasts, 2.6'/ pre-myelocytes and 11 . 4 % neu- 
trophilic myelocytes. ln the marrow, the granulocytic series made 
up 97 % of the nucleated elements. 

The leucocytes began to decrease by the third week of treat- 
ment, and on Aug. 25, 1954, thirty two days after the institution 
of therapy, the leucocytes had decreased to 22,500, platelets had 
increased to 240,000, red blood cells were 4.01 million, and hemo¬ 
globin 11.6 gm. (80.1%). 

Clinical and hematologic improvement continued. The spleen 
was no longer palpable. The patient was put on a maintenance 
dose of 4 mg. daily, and was discharged on Sept. 8, 1954, to be 
followed at the out-patient clinic. His last blood picture on Nov. 22, 
1954 appeared practically normal. Red blood cells were 4.86 million, 
hcmcglobin 14.5 gm. (100$), platelets 160,000, and leucocytes 
12,500 per c.mm. No myeloblasts and only 2% neutrophilic myelo¬ 
cytes wei e seen in the blood smear. A total dose of 47.8 mg. of 
Myieran had been given. 
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The bone marrow picture had shown slight improvement with 
somewhat less hyperplasia. The granulocytic series had decreased 
from 97% to 91%, and the erythrocytic series had increased from 
3% to 8.8% , but the picture remained consistent with the estab- 
lished diagnosis of myelocytic leukemia. 

He is, at present, receiving a maintenance dose of 2 mg. daily. 

CASE 3 

E.M. — A 61-year oíd white man was referred to us by Dr. 
R. Mejía Ruiz, from Humacao, P. R., who had established a diag¬ 
nosis of myelocytic leukemia. The patient had complained of bone 
and joint pains, weakness and palpitations, and because of per- 
sistent hematuria of 4 months duration, he had been posted for 
cystoscopy at another hospital. 

Physical examinations revealed a palé, blue-eyed, afebrile man 
in no discomfort, weighing 123 pounds, showing spongy infected 
gums, small discrete inguinal glands, and an enormous liver, reach- 
ing 4 inches below the costal bcrder at the mid-clavicular line. 
Both the right and left lobes were enlarged. The spleen could not 
be palpated. There was gross hematuria and urinalysis on entry 
showed specific gravity of 1,019, albumin + + + +, negative sugar, 
many white blood cells and loadecl with red blood cells. 

The peripheral blood showed the following findings: erythro- 
cytes 3.3 million, hemoglobin 9.7 gm. (76.3%), leucocytes 102,000 



No significant effect on the size of the liver was observed despite the marked 
decrease in the number of leucocytes with only 4 mg. daily. 
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per c.mm., and platelets 76,000. Bone marrow studies confirmed 
the diagnosis of chronic myelocytic leukemia. 

Because of the low platelet count, and because thrombocyto- 
penia has been reported as a complication of Myleran therapy, we 
gave this patient only 4 mg. daily, and kept a careful watch on 
the platelets. 

Thirteen days later, when only 52 mg. of the drug had been 
given, the leucocytes had decreased to 26,000 per c.mm., but the 
red blood cells, the hemoglobin, as well as the platelets, remained 
unaffected. The liver seemed to be about one inch smaller. At 
this time, the spleen was barely palpable, and only microscopio 
hematuria persisted. 

On the 34th hospital day, the patient was feeling well and 
stronger. The uriñe showed only 4-5 red blood cells per high power 
field, from 3 to 35 leucocytes, and + + albumin. The weight had 
increased to 128 pounds. Hemoglobin was 10 gm. (69.8%) ery- 
throcytes 3.41 million, platelets 72,000 and leucocytes 15,950 per 
c.mm., blood uric acid 6.6 mg. and BMR + 9%>. The bone marrow 
showed practically no change. 

A few days later the patient was discharged, to be followed 
at home, w r hile Myleran therapy in dose of 4 mg. daily is continued. 

DISCUSSION 

Our studies and observations confirm the experience of Bri- 
tish and American investigators on the efficacy of Myleran in the 
treatment of chronic myelocytic leukemia. 

The drug has been found ineffective in the acute forms of 
myelocytic leukemia, and in both acute and chronic forms of lym- 
phocytic leukemia. In the latter disease it is contraindicated. 

In a case of subacute monocytic leukemia, which we followed 
for several months, Myleran induced a decrease in the number of 
granulocytes and monocytes, and a diminution in the size of the 
spleen, but the persistence of the anemia required frequent blood 
transfusions. In a case of múltiple myeloma, it was also possible 
to reduce the number of granulocytes in the peripheral blood, but 
the number of plasma cells and the course of the disease was not 
altered. 

It has been claimed that Myleran is contraindicated in cases 
of chronic myelocytic leukemia when the platelet count is less than 
100,000 per c.mm. Our case 3, who showed an initial platelet count 
of 76,000, has been receiving 4 mg. daily for over a month without 
any evidence of further depression of the thrombocytes and with 
~ arked effect on the granulocytes, and definite clinical improve- 
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The effect on the bone marrow not as marked as that observed in the peri- 
pheral blood. Myeloblasts and premyelocytes did not disappear from the 
marrow. 


ment, with disappearance of hematuria, which we had attributed 
lo leukemic infiltration of the kidneys. 

Levin and his co-workers reported that 2 of their 6 cases of 
chronic myelocytic leukemia developed acute myeloblastic trans- 
formation, with rapid fatal outcome during Myleran administra- 
ticn. The authors admit that there is need for wider experience 
and more cases to further evalúate the possibility that this agent 
may, in some instances, “potentiate the virulence of chronic myelo¬ 
cytic leukemia”. We add that in the natural course of chronic 
myelocytic leukemia, acute myeloblastic transformation may occur 
spontaneously. 


CONCLÜSIONS 

1— Myleran may induce complete though temporary remissions in 
the clinical picture and peripheral blood of patients with chronic 
myelocytic leukemia. 

2— Complete marrow remission was not observed. 

3— A daily dose of 6 mg. seems adequate treatment in most cases, 
and a maintenance dose may vary between 2 and 4 mg. daily. 

4— No gastro-intestinal disturbances and no side or toxic effects 


were seen. 
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5— Whether the best program consists in the administration of 
repeated courses or the administration of a maintenance dose 
of the drug remains to be determined. 

6— Whether Myleran will prolong or not the life of the patient 
has not been established as yet. 

7— The drug is easily administered and is inexpensive. 

8— Although a method of palliation, Myleran is at present the 
most effective chemotherapeutic agent used in the treatment 
of chronic myelocytic leukemia. 
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MATERNAL MORTALITY SURVEYS IN MINNESOTA* 

A. B. ROSENFIELD, M.D., M.P.H.** 

For the past several decades there has been a continuous and 
significant decrease in maternal mortality rates. This continued 
reduction is due to several factors, including better undergraduate 
training of physicians, an increasing number of postgraduate and 
refresher courses in obstetrics, an increasing percentage of babies 
born in modern, well-equipped and well-staffed hospitals, wide- 
spread use of new chemotherapeutic agents, and early and adequate 
blood replacement. Public health measures such as education of 
the public in the importance of early and adequate prenatal and 
obstetrical cace, as well as maternal mortality surveys for the edu¬ 
cation of physicians and hospital personnel, are other factors in 
the reduction of maternal mortality. In many states maternal 
mortality rates are now lower than what was regarded as the 
irreducible mínimum hardly more than a decade ago. In spite of 
these low rates, well-conducted surveys indícate that many deaths 
are still preventable. 

All state health departments carry on an annual statisticai 
analysis of maternal deaths through their sections of vital statistics 
and maternal and child health. These studies are based on death 
certificates that have been shown to be inadequate and írequently 
misleading, since they show marked differences between the re- 
ported and the actual cause of death. Furthermore, many deaths 
associated with pregnancy are not reported as such. 

A recent survey by the American Medical Association reveal- 
ed that 35 state medical societies had active maternal health or 
welfare committees. These committees conduct cooperative mater¬ 
nal mortality studies through questionnaires filled out by the at- 
tending physieian or designated committee members. Less than a 
dozen states, including Minnesota, carry on a thorough investiga- 
tion of all maternal deaths by personal visits of trained obstetri- 
cian-investigators. 

Minnesota’s first state-wide maternal mortality survey was 
conducted from July 1, 1941, through June 30, 1942. It was dis- 
continued during the war because of lack of personnel. The survey 
was resumed in 1950 and is now in its fifth consecutive year. It is a 
cooperative study by the Minnesota State Medical Association and 
the Minnesota Department of Health. A maternal mortality sur- 


* Presented before the Section on Obstetrics and Gynecology, P. R. Medical 
Association, February 23, 1955. 
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vey or neonatal study will by its very nature evoke valid criti- 
cisms of the handling of a certain number of the deaths under 
study. No one likes to be criticized, especially by a regulatory 
agency. Criticism by the physician’s own organization, however, 
is usually more acceptable and thus has greater educational valué. 
While the survey is a joint undertaking, emphasis must be placed 
on the fact that this study is carried out by the State Medical 
Association in an effort to reduce preventable deaths by eliminating 
all possible hazards of pregnancy and childbirth. It therefore has 
inestimable public relations valué for physicians. Trained obstetri- 
cian-investigators are selected by the committee and are employed 
on a part-time basis. Funds for the study are provided by the 
State Department of Health. Cooperating in the survey are the 
Department of Obstetrics of the University of Minnesota and the 
Minnesota Hospital Association. 

The survey is conducted by a group of physicians known as 
the Minnesota Maternal Mortality Committee. Members are select¬ 
ed by the Maternal Health Committee of the State Medical Asso¬ 
ciation and are appointed by the Council of the Association. They 
serve without remuneration. The committe consists of 11 obste- 
tricians representing all parts of the state in addition to the chief 
of the Section of Maternal and Child Health of the State Depart¬ 
ment of Health. 

As soon as maternal death certificates are received by the 
section of Vital Statistics of the Minnesota Department of Health, 
photostat copies are prepared and forwarded to the Section of 
Maternal and Child Health. When a certificate or a report of a 
maternal death is received an appointment is made with the at- 
tending physician. The obstetrician-investigator visits the hospital 
and reviews the hospital chart and nurse notes, the anesthesia 
record and the pathologist’s report. He talks with hospital per- 
sonnel who carne in contact with the patient. He visits the attend- 
ing physician, obtains the history, including prenatal care, and 
discusses various aspects of the death, for the completion of a 
detailed questionnaire. He interviews the consultant, if one had 
been called in. He is entirely objective and impersonal in his 
questioning and makes no comment or criticism of the handling 
of the case. Criticism is the function of the committee. 

The investigator then prepares a summary outlining the course 
of events in chronological order for presentation to the committee 
at its periodic meeting. The record is anonymous. The committee 
is told only whether the attending physician was a general practi- 
tioner or a specialist, his training, and whether the death occurred 
in a small or medium-sized rural hospital or in a metropolitan 
hospital. After thorough discussion by committee members, final 
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decisión is made as to the cause of death, adequacy of care and 
conduct of the case, contributory and non-contributory factors in 
regard to prenatal care, labor, delivery, and postpartum care, 
autopsy findings and their completeness, accuracy of death and 
birth certificates, preventability of the death, and finally deter- 
mination of responsibility íor the death —whether due to patient, 
physician, hospital, or disease. A copy of the summary is mailed 
to the physician and the consultant. 

To point out the signiíicant findings of the current survey 
and to demónstrate the improvement that has occurred in the 
past decade, a comparison will be made between the results of the 
survey carried out during the 12-months period from July 1, 1941, 
to June 30, 1942 inclusive, which wiíl be referred to from now on 
as the “1941 survey,” and the surveys made in 1950, 1951, and 
1952 respectively. 

Table 1 shows that the 1941 survey included 112 deaths. 
Ninety-th.ee were obstetrical (maternal) deaths as coded by the 
National Office of Vital Statistics; 19 were non-obstetrical, that 
is deaths associated with pregnancy, labor or the puerperium for a 
period of three months, but not directly due to pregnancy. The 
19<_0 . urvey included 46 obstetrical and 22 non-obstetrical deaths; 
the 1.51 survey included 39 obstetrical and 18 non-obstetrical; the 
1952 survey, 33 obstetrical and 25 non-obstetrical deaths. 

It will be noted that while about one-sixth (17 %) of deaths 
included in the 1941 survey were non-obstetrical, more than twice 
as many (35.5 ( / ( ) in the combined 1950, 1951, and 1952 surveys 
were non-obstetrical. In fact, in the 1952 survey 43 % were non- 
obstetrical deaths. In other words, with the decreasing number 
of obstetrical deaths in recent years more interest and effort have 
been devoted to deaths asscciated with pregnancy but not directly 
due to pregnancy. In such deaths interest is centered on the 
adequacy of prenatal, natal, and post natal care. Incidentally, each 
year several obstetrical deaths are íound in the non-obstetrical 
group. 

There was a marked increase in the number of live births in 
Minnesota írom 1941 through 1952, accompanied by a continuous 
and marked increase in the number of hospital births as well as a 
decrease in maternal mortality (Table II). The average number 
of live births during the 1941 stucly was 55,293; 76 c /c occurred in 
hospitals. Ninety-three maternal (obstetrical) deaths occurred with 
a maternal mortality rate of 1.6 per 1,000 live births. In 1952 there 
were 79,198 live births; 98.9% occurred in hospitals. There were 
28 maternal deaths, a rate of 0.4 per 1,000 live births. There was 
therefore a 43'/' increase in the number of live births and a 30% 
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increase in the number of hospital births, accompanied by a 75% 
decrease in maternal mortality. 

It should be noted that the surveys inelude all deaths due to 
or associated with pregnaney or childbirth, as well as those oc- 
curring during a period of three months postpartum, regardless 
of the cause of death. This fact accounts for the larger number 
of deaths in the study than in the official reports of the Section 
of Vital Statistics and the U.S. Office of Vital Statistics. The 
maternal mortality committee ineludes all deaths, obstetrical and 
non-obstetrical, and reports a gross or over-all mortality rate. 
In contrast, the public health definition of a maternal death as 
accepted by all city and state health departments, the U. S. Office 
of Vital Statistics, and the World Health Organization is limited 
to so-called “obstetrical” deaths, that is, puerperal deaths. When 
deaths considered by the committee as non-obstetrical are excluded, 
the maternal mortality rate approximates the official Minnesota 
rate and is comparable with other state rates. 

Adequate prenatal care was given in a significantly higher 
percentage of cases in 1952 than in 1941 - 21 per cent in contrast 
to 1.9 per cent - but there is room for considerable improvement. 
Faulty prenatal care that contributed to the patients’ deaths was 
markedly reduced from 53% in 1941 to 11% in 1952 (Table III). 
Faulty care that was not contributory to the deaths, however, 
increased from 1941 to 1952. 

Table IV shows a marked increase in the frequeney with 
which pelvic measurements were done, from 18% in 1941 to 46% 
in 1952. Nevertheless, measurements were not done or were in- 
completely done for more than half of the patients who died. Míni¬ 
mum pelvic mensuration as defined by the committee ineludes 
intertuberous diameter, diagonal conjúgate, and palpation of sa- 
crum and ischeal spines. 

Serologic test for syphilis were done in only one-third (31.9%) 
of the cases for which deaths were reported in 1941; they were 
done in 58% in 1952 (Table V). 

An increasing number of Rh determinations (63% ) were 
done in 1952, especially early in pregnaney (Table VI). In 17% 
no Rh determination was made and in 19.5% it was obtained only 
when the patient entered the hospital for delivery. 

Labor and delivery care showed marked improvement (Table 
VII). In 1941, fewer than 8% had adequate care; in 1952, slightly 
more than one-half (51%) had adequate care. Faulty care that 
contributed to patients’ deaths decreased from 68% in 1941 to 
9% in 1952. But in 1952, 40% had care that was faulty although 
not contributory to the deaths. 

Postpartum care was considered adequate in only 5% in 1941 
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but increased to 55% in 1952. (Table VIII). Faulty care that con- 
iributed to the patient’s deaths showed a marked reduction from 
80% in 1941 to 31% in 1952. Nevertheless, almost one-third of the 
deaths had faulty care that contributed to the deaths. 

Consultations were considered adequate in only 9% of the cases 
for which deaths were reported in 1941 (Table IX). In 1952, 52% 
were adequate. However, further consultation was indicated in 
some cases and in others consultation was obtained too late to be 
of valué. Of the 22 cases in which no consultation was obtained 
in 1952, it was indicated, in the opinión of the committee, in only 8. 

During each of the four years of the study more than half of 
the deliveries were operative (Table X). However, only three of 
the 19 operative deliveries or 16% were considered not indicated 
in 1952. This percentage compares well with the 44% not in¬ 
dicated in the years 1950 and 1951 combined. 

The primary causes of death are Usted on Table XI. It should 
be noted that 43% of the deaths were associated with pregnancy 
or the postpartum state and were due to non-obstetrical causes. 
Poiiomyelitis accounted for as many deaths in the non-obstetrical 
group as hemorrhage, the leading cause of obstetrical deaths. 
Among the 33 obstetrical causes of deaths, hemorrhage was res- 
ponsible for one-third (33.3%), toxemia for one-sixth (18%), fol- 
iowed by amniotic fluid embolism (6%) and air embolism (6% ). 

For the latest three years of the study (1950, 1951 and 1952), 
hemorrhage, the leading cause of death, wa§ responsible for 28% 
oí the obstetric deaths and caused by far the greatest number of 
preventable deaths, (44.6%) (Table XII). Hemorrhage accounts 
fcr more than three times as many preventable deaths as does 
the next leading cause, toxemia, which accounted for 14 %>. 

Rupture of uterus and lacerations of cervix due to accouche- 
ment forcé and improper use of pituitary extract accounted for 
one-third of the deaths due to hemorrhage in the latest three years 
of the study. Postpartum uterine atony was responsible for one- 
fourth of the deaths due to hemorrhage. In practically all instances 
blood was available in adequate amounts. However, in all except 
three cases where death occurred, the blood was administered too 
late and/or in inadequate amounts. 

It should be noted that anesthesia was responsible for twice 
as many preventable deaths as infection. 

Analyses of maternal death cértificates indícate that many 
certificates are incomplete and inaccurate, usually because of care- 
lessness and occasionally not unintentional (Table XIII). There 
has been a marked increase in the number of correct certificates, 
from 36.6% in 1941 to 61% in the latest three years. But one- 
half of these are incomplete. More serious, however, is the fact 
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that in the Committee’s opinión 28% of the certificates were in- 
correct as to cause of death. 

Adequate autopsies were obtained in 38.8% of the deaths 
during the latest three years (Table XIV). While this percentage 
is a marked improvement over the 8% obtained in 1941 there is 
room for more improvement. Failure to obtain autopsies is due 
in the majority of cases to the physicians’ neglect to request them. 
They were not requested in 49% in 1941 and in 38% during the 
latest three years. 

A most significant achievement in 1952 was the reduction in 
the number of deaths considered preventable (Table XV). In 1941, 
82 deaths or almost three-fourths (73.2%) were considered pre¬ 
ventable; in 1952, only ten deaths or one-sixth (17.2%) were 
rated as preventable. 

Surveys such as have been described have a desirable psycho- 
logical effect on physicians and hospitals, as well as on the public. 
Physicians become more careful and more conservative in their 
treatment and are more likely to request earlier consultation. 

It is ímportant that the results of these studies should be 
used for the education and guidance of physicians at hospital 
staff meetings, at state and county medical society meetings, at 
refresher courses, for undergraduate teaching at the medical 
schools, and for publication in medical journals. 

In spite of the great progress that has been achieved in making 
pregnancy and childhcod safe, there is evidence that there is still 
need for improvement. Maternal mortality surveys as well as neo¬ 
natal mortality studies can play a significant role in such improve¬ 
ment. Such studies will lead to better obstetric and newborn tech- 
niques and practices. The ultímate result should be a further re¬ 
duction in maternal and neonatal mortality. 
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TABLE I — OBSTETRIC AND NON-OBSTETRIC DEATHS 

MINNESOTA SURVEYS OF 1941, 1950, 1951, and 1952. 


1941 

1950 

1951 

1952 

Per 

Per 

Per 

Per 

No. cent 

No. cent 

No. cent 

No. cent 


Obstetric deaths 

93 

83.0 

46 

67.6 

39 

68.4 33 

56.9 

Non-obstetric 

19 

17.0 

22 

32.4 

18 

31.6 25 

43.1 

Totals 

112 

100.0 

68 

100.0 

57 

100.0 58 

100.0 

TABLE II — 

LIVE 

BIRTHS, PER 

CENT 

IN HOSPITALS, MATERNAL 


DEATHS AND MORTALITY RATES, MINNESOTA SURVEYS FOR 
1941, 1950, 1951, 1952 


Maternal Mortality Rate 

Per cent Per 1000 Live Births 



Live 

Births 

Births in 
Hospital 

Maternal 

Study 

Deaths 

Minn. V.S. 

Gross 

Study** 

Minn. V.S. 

** * 

U.S. 

1941 42 av. 

55,293 

76.0 

112 

93 

2.03 

1.6 

2.8 

1950 

75,290 

98.3 

68 

46 

0.89 

0.6 

0.83* 

1951 

80,047 

98.6 

57 

27 

0.71 

0.3 

0.71* 

1952 

79,198 

98.9 

58 

28 

0.73 

0.4 

0.7* 


* Unoíficial, 

** Including all deaths from whatever cause. 

*** Excluding deaths considered by the Maternal Mortality Committee as 
non-obstetric. 


TABLE III — PRENATAL CARE — MINNESOTA SURVEYS 



1941 



1950 

1951 


1952 



Per 


Per 

Per 


Per 


No. 

cent 

No. cent 

No. cent 

No. cent 

Adequate 

Faulty, 

2 

1.9 

15 

24.2 

6 13.6 

10 

21.3 

contributory 
Faulty, not 

55 

52.9 

14 

22.6 

10 22.7 

5 

10.6 

contributory 

47 

45.2 

33 

53.2 

28 63.6 

32 

68.1 

None 

8 


6 


13 

11 


Totals 

112 100.0 

68 

100.0 

57 99.9 

58 

100.0 

TABLE IV 

- PELVIC MEASUREMENTS 

- MINNESOTA 

SURVEYS 


1941 



1950 

1951 


1952 


Unregistered 
Not measured or 
incompletely 
measured 


Per cent of Per cent of Per cent of Per cent of 

Registered Registered Registered Registered 


No. 

Patients 

No. 

Patients 

No. 

Patients 

No. 

Patients 

18 


6 


13 


12 


77 

81.9 

40 

64.5 

32 

72.7 

25 

54.3 

17 

18.1 

22 

35.5 

12 

27.3 

21 

45.7 


Measured 
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TABLE V — SEROLOGIC TESTS FOR SYPHILIS — MINNESOTA SURVEYS 
1941 1950 1951 1952 


Peí- cent of Per cent of Per cent of Per cent of 

Registered Registered Registered Registered 



No. 

Patients 

No. 

Patients 

No. 

Patients 

No. 

Patients 

Un registered 

18 


6 


13 


12 


Not obtained 

64 

68.1 

38 

61.1 

25 

56.8 

20 

43.5 

Obtained 

30 

31.9 

24 

38.9 

19 

43.2 

26 

56.5 


TABLE VI — Rn DETERMINATIONS — MINNESOTA SURVEYS 

1950 1951 1952 


Per cent of Per cent of Per cent of 

Registered Registered Registered 



No. 

Patients 

No. 

Patients 

No. 

Patients 

Unregistered 

6 


13 


12 


Not obtained (regist. pts.) 

23 

37.1 

17 

39.5 

8 

17.4 

Obtained at hospital 

11 

17.7 

10 

23.3 

9 

19.5 

Obtained early in pregnancy 

28 

45.2 

16 

37.2 

29 

63.0 

No data 



1 




Totals 

68 

100.0 

57 

100.0 

58 

99.9 


TABLE VII — CARE IN LABOR AND DELIVERY — MINNESOTA SURVEYS 



1941 

1950 

1951 


1952 



Per 


Per 


Per 


Per 


No. 

cent 

No. 

cent 

No. 

cent 

No. 

cent 

Adequate 

7 

7.8 

21 

28.9 

11 

25.5 

23 

51.1 

Faulty, 


- 

'/ ' 






contributory 
Faulty, not 

61 

67.8 

26 

48.1 

23 

53.5 

4 

8.9 

contributory 

22 

24.4 

7 

13.0 

9 

21.0 

18 

40.0 

None 

22 


14 


14 


13 


Totals 

112 

100.0 

68 

100.0 

57 

100.0 

58 

100.0 

TABLE VIII — 

POSTPARTUM 

CARE 

— MINNESOTA 

SURVEYS 


1941 

1950 

1951 

1952 



Per 


Per 


Per 


Per 


No. 

cent 

No. 

cent 

No. 

cent 

No. 

cent 

Adequate 

Faulty, 

4 

4.8 

18 

37.5 

14 

42.4 

16 

55.2 

contributory 
Faulty, not 

67 

79.8 

27 

56.3 

15 

45.5 

9 

31.0 

contributory 

13 

15.5 

3 

6.2 

4 

12.1 

4 

13.8 

None 

28 


20 


24 


29 


Totals 

112 

100.1 

68 

100,0 

57 

100.0 

58 

100.0 
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TABLE IX — CONSULTATIONS — MINNESOTA SURVEYS 



1941 

1950 

19 

51 

1952 

No. 

Per 

cent 

No. 

Per 

cent 

No. 

Per 

cent 

No. 

Per 

cent 

None 

63 

56.2 

29 

42.6 

28 

49.1 

22 

37.9 

Not indicated 

12 

14 

14 


Indicated 


17 

14 


8 


Adequate 

10 

9.0 

22 

32.4 

17 

29.8 

30 

51.7 

Inadequate 

39 

34.8 

17 

25.0 

12 

21.1 

6 

10.3 

Totals 

112 

100.0 

68 

100.0 

57 

100.0 

58 

99.9 


TABLE X — TYPE OF DELIVERY 
1941 1950 


MINNESOTA SURVEYS 
1951 1952 




Per cent of 

Per cent of 


Per cent of 

Per cent of 



Delivered 

Delivered 


Delivered 

Delivered 


No. 

Patients No. 

Patients 

No. 

Patients 

No. Patients 

Undelivered 

23 

17 


21 


27** 

Spontaneous 

39 

43.8 24 

46.2 

16 

44.4 

13 40.6 

Operative 

50 

56.2 28 

53.8 

20 

55.6 

19 59.4 

Indicated 


19 

8 


16 


Not indicated 

9 

12 


3 


r i ocals 

112 

100.0 69* 

100.0 

57 

100.0 

59* 100.0 

* One set of 

twins. 






** Ineludes 7 

delivered by post-mortem cesarean 

section. 


TABLE 

XI — 

PRIMARY CAUSES OF MATERNAL DEATHS 



MINNESOTA SURVEY, 

1952 


Cause 

of Death 



No. 

Per cent 

Hemorrhage 





11 

19.0 

Toxemia 





6 

10.3 

Amniotic fluid 

embolism 



2 

3.5 

Air embolism 





2 

3.5 

Heart disease 





2 

3.5 


Acute pulmonary edema 
Septic abortion 

Dehydration and electrolyte imbalance 

Chorionepithelioma 

Probable pulmonary embolus 

Acute hepatitis 

Unknown 

Non-obstetrical complications 
Bulbar poliomyelitis 
Trauma 

Intracranial hemorrhage 
Brain tumor 
Leukemia 
Suicide 

Obstruction trachea 
Acute glomerulonephritis 
Thrombocytopenic purpura 


1 

1 

1 

1 

1 

1 

4 

25 


1.7 

1.7 

1.7 

1.7 

1.7 

1.7 

7.0 

43.1 


11 

4 

3 

2 

1 

1 

1 

1 

1 


Totals 


58 


100.1 
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TABLE XII — LEADING CAUSES OF “OBSTETRIC” DEATHS BY NUMBER 
AND PERCENTAGE, INCLUDING PREVENTABILITY — MINNESOTA 
SURVEYS, 1950, 1951 AND 1952 



No. 

Per cent 

Preventable 

Per cent of 

Preventable 

Deaths 

Hemorrhage 

33 

28.0 

25 

44.6 

Toxemia. 

23 

19.5 

8 

14.3 

Infection 

8 

6.8 

3 

5.4 

Anesthesia 

7 

5.9 

6 

10.7 

Pulmonary embolism 

7 

5.9 

0 

0.0 

Others 

40 

33.9 

14 

25.0 

Total 

118 

100.0 

56 

100.0 


TABLE XIII — ANALYSIS OF DEATH CERTIFICATE^ 
MINNESOTA SURVEYS 



1941 

1950, 

1951, 1952 


No. 

Per cent 

No. 

Per cent 

'total maternal deaths 

112 

100.0 

183 

100.0 

Correct & complete in all details' 

19 

17.0 

57 

31.0 

Correct in details reported 

22 

19.6 

54 

30.0 

Incorrect 

71 

63.4 

72 

39.0 

Incorrect as to cause of death 



52 

28.0 


TABLE XIV 

AUTOPSIES - 

MINNESOTA 

SURVEYS 



1941 

1950, 

1951, 1952 


No. 

Per cent 

No. 

Per cent 

Obtained, adequate 

9 

8.0 

71 

38.8 

Obtained, inadequate 

27 

24.1 

6 

3.3 

Not. requested 

55 

49.1 

70 

38.3 

Permission refused 

21 

18.8 

36 

19.6 

Totals 

112 

100.0 

183 

100.0 


TABLE XV — PREVENTABILITY OF MATERNAL DEATHS IN 
MINNESOTA — MINNESOTA SURVEYS 



1941 

1950 

1951 


1952 

No. 

Per 

cent 

No. 

Per 

cent 

No. 

Per 

cent 

No. 

Per 

cent 

Preventable 

82 

73.2 

22 

32.4 

24 

42.1 

10 

17.3 

Non preventable 

27 

24.1 

45 

66.1 

32 

56.1 

47 

81.0 

Not determinable 

3 

2.7 

1 

1.5 

1 

1.8 

1 

1.7 

Totals 

112 

100.0 

68 

100.0 

57 

100.0 

58 

100.0 




























STATISTICS ABOUT PHYSICIANS IN PUERTO 

Jan. 1, 1955 


RICOW 


O COSTA MANDRY, M.D.* * 


CONTENTS 


1. Statistics about physicians of 
Puerto Rico 
i, Physicians l»y town 
í>. Spe.?ialists by specialty 
!. Specialists by ñame and spe¬ 
cialty 
5. Internes 


(>, Residents 

7. Ratio inteme-resident to hos¬ 
pital bed 

8. Physicians in arnied torces 

9. Physicians ín Health Depart¬ 
ment by virtue of special law 

10. Physicians outside of Puerto 
Rico 


KEY TO SIMBOLS 

# Diplómate American Specialty Board. 

° Took Board examinations, results unkr.own lo us. 

* Studying at present or has studied with P. II. Government scholarship. 

❖ Studying at present or has studied with scholarship other tlian P. R. 
Government. 

❖ In armed forces. 


Table No. 1 — PHYSICIANS OF PUERTO RICO — Jan. 1, 1955 




Physicians 

Population 

Distribution 

No. | 

% of [ 

7o of 

per 


1 

total | 

subtotal 

Physician 

All Physicians 

¡ 1,290 ¡ 

100 | 

— 

1,736 

ín practice 

| 1,021 | 

79.1 | 

100 

2,192 

General 

1 597 1 

46.2 

58.4 

3,750 

Specialists 

| 424 | 

32.8 

41.6 

5,280 

Employed in Health Department 

1 312 | 

21.2 | 

30.5 

7,176 

Regular (and probatory) 

1 1C0 1 

- ¡ 

— 

— 

Provisional 

1 28 1 

~ I 

— 

- 

By clinic 

1 47 | 

i 

— 

- 

Contract (Emergency Law) 

1 47 I 


— 

— 

Members P. R. Medical Ass. 

[ 672 ¡ 

52.1 ¡ 

— 

- 

Internes 

1 «O 1 

6.2 | 

— 


Retired 

! 6 1 

0.46 | 

— 


Outside of Puerto Rico 

1 32 | 

2.5 | 

-r- 


Armed Forces 

1 77 | 

5.9 ¡ 

— 


Studying for Specialty 

1 74 | 

5.7 | 

— 


Scholarship (P. R. Govt.) 

^ | 

~ 1 

— 

! - 

Residents in P. R. Hosp. 

1 40 | 

3.1 | 

— 


Population P. R. - 7/1/54 - Increment Births 

- deaths, 

migration 

2,238,987 


(!) Computed from figures in our possesion and from the requirements of 
the American .Specialty Boards and our criterion as to what constitutes 
a specialist. 

* Director, Office of Pathology and Medical Education, Dept. of Health, San- 
turce, P. R. 
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Table No. 2 — SPECIALISTS BY SPECIALTIES — Jan. 1955 


American 

Physicians | Boards | iStudying 



Specialty 

1 No - 1 

% 

] Cert. | 

Pend. | 

U.S. 

P.R. 


All Specialties 

| 424 | 

100 

1 I 48 1 

1 ? 1 

34 

40 

I - 

MEDICAL SPECIALTIES 

1 148 1 

34.9 

1 44 1 

9 1 

7 

18 


Internal Medicine 

1 31 1 

7.3 

1 2 5 | 

6 | 

— 

11 


Hematology 

1 3 1 

0.7 

| (1-IM) | 

1 




Cardiology 

1 12 1 

2.8 

| 2 (6-IM) | 

1 




Gastro-enterology 

1 7 1 

1.6 

| (1-IM) | 

1 | 


— 


Allergy 

1 3 1 

0.7 

1 1 





Tuberculosis 

28 1 

6.6 

1 

1 




Pediatrics 

1 28 1 

6.6 

1 40 1 

1 ¡ 

2 

7 


Dermatology 

1 8 1 

1.8 

1 2 1 





Psycbiatry-neurology 

1 28 1 

6.6 

1 2 1 

1 | 

5 

0 

II - 

- SURGICAL SPECIALTIES 

| 145 | 

34.1 

1 42 i 

3 1 

11 

9 


General Surgery 

1 66 1 

15.6 

! is | 

3 1 

2 

8 


Neuro-surgery 

5 1 

1.1 

2 1 


— 

— 


Orthopedics 

1 11 1 

2.6 

6 1 


1 

— 


Ophthalmology 

1 20 1 

4.7 

1 7 1 

| 

4 

— 


Oto rhino-laryngology 

1 19 1 

4.4 

1 7 1 


2 



Plástic surgery 

1 2 1 

0.4 

| (1-Surg.> | 

1 




Thoracic Surgery 

1 4 1 

0.9 

1 I 

1 




Urology 

1 14 1 

3.3 

5 I 

1 

— 

1 


Proctology 

1 j 

0.2 

1 I 

1 

1 



Caneerology 

1 3 1 

0.7 

1 1 

1 

1 


III — 

OBSTETRICS-GYNECOLOGY 

1 54 1 

12.7 

¡ 8 1 

3 1 

4 

5 

IV — 

PATHOLOGY 

1 10 1 

3.8 

5 (1-IM) ¡ 

— | 

7 

2 


General Pathology 

1 44 1 

2.6 

4 1 

— 

6 

2 


Clinical Pathology 

1 5 1 

1.1 

1 (1-IM) | 

— | 

1 

i 

V — 

RADIOLOGY 

1 45 1 

3.5 

10 | 

1 1 

2 1 

i 

VI — 

ANESTHESIA 

1 4 1 

0.9 

2 1 

- 1 

2 1 

2 

VII - 

PHYSICAL MEDICINE 

1 4 1 

0.9 

1 1 

— | 

1 | 

— 

VIII — 

PREVENTIVE MEDICINE 

1 38 1 

8.9 

5 I 

1 1 

- ! 
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Table No. 3 SPECIALISTS BY TOWN 




1 

| 

Metrópoli-1 




1 

Aguadillo | 







1 

tan 

area* | 

Ponce 

1 

Arecibo | 

Itest 

oí 


Physicians 

1 

All | 






1 

Fajardo | 

is 

lamí 



1 

1 

No. 

I % 1 

No. 

1 

% 

1 

No. | 

% ¡ 

No. 

1 


Physicians in Practice 

1 

1,021| 

578 

| 56.6 | 

69 

1 

6.7 

1 

100 | 

9.7 | 

274 

1 

28.8 

General Practitioners 

1 

597 | 

245 

1 41 -° 1 

36 

1 

6.0 

1 

79 | 

13.2 | 

237 

1 

39.6 

Specialties 

1 

424 | 

331 

1 78 ' 1 1 

35 

1 

8.2 

1 

22 | 

5.2 | 

36 

1 

8.5 

I- 

-MEDICAL SPECIALTIES 

1 

148 | 

124 

¡ 29.2 | 

10 

1 

2.3 

1 

6 | 

L 4 | 

8 

1 

1.8 


Internal Medicine 

1 

| 

29 

1 | 

1 

1 


1 

1 | 



1 



Hematology 

1 

1 

2 

1 1 

1 

1 


1 

1 



1 



Cardiology 

1 

1 

10 

| 

1 




1 ¡ 



1 



Gastro-enterology 

1 

1 

7 

1 1 


1 


1 




1 



Allergy 

1 

1 

2 

1 

1 

1 


1 

1 


6 

1 



Tuberculosis 

1 

| 

18 

I I 

3 

1 


I 

1 1 


2 

1 



Pediatrics 

1 

1 

20 

1 I 

3 

1 


1 

3 | 



1 



Dermatology 

1 

1 

8 

! 1 


1 


1 



— 

1 



Psychiatry-neurology 

1 


28 

1 I 

— 

1 


1 

— i 



1 

1 

II- 

- SURGICAL SPECIALTIES 

1 

145 | 

108 

| 25.5 | 

14 

1 

3.3 

1 

Í0 I 

2.3 | 

11 

1 

2.8 


General Surgery 

1 

! 

42 

1 | 

7 

1 


I 

7 I 


10 

1 



Neurosurgery 

1 

1 

5 

1 1 


1 


! 

! 






Orthopedics 

1 


10 

1 

1 

1 


1 

1 



1 



Ophthalmology 

1 


17 

1 | 

2 

1 


1 

i ¡ 



1 



Oto-rhino-laryngology 


I 

15 

| | 


1 


1 

i | 



1 



Plástic surgery 


1 

2 

| 


1 


1 

1 


1 

1 



Thoracic-surgery 

1 

1 

3 

1 

1 

1 


1 

1 



1 



Urology 


1 

11 

1 

2 

1 


1 

i | 



1 



Proctology 

1 

1 

1 



1 


1 







Cancerology 

1 


2 

! | 

1 

1 


1 

1 





III- 

-OB.STETRICS-G YN ECO I >ÜG Y 

1 

54 j 

42 

1 9 - 9 1 

4 

1 

0.9 

1 

2 | 

0.5 j 

6 

1 

14 

IV 

- PATHOLOGY 

1 

16 | 

14 

1 33 1 

1 

1 

0.23 

1 

— | 

— | 

1 

1 

0 2 


General Pathology 

1 

I 

9 

1 - 1 

1 

1 

— 

1 

— | 

— i 

1 

1 

— 


Clinical Pathology 

1 

1 

5 

1 - 1 

— 

1 

— 

1 

— | 

— | 

— 

1 

— 

V- 

— RADIOLOGY 

1 

15 | 

12 

1 2 - 8 1 

2 

1 

0.5 

1 

1 | 

0.23 | 

— 

1 

— 

VI- 

— ANESTHESIA 

1 

4 1 

3 

1 °- 7 1 

1 

1 

0.23 

1 

— ¡ 

— | 

— 

1 

— 

Vil- 

— PHYSICAL MEDICINE 

1 

4 

4 

1 °- 9 1 

— 

1 

- 

I 

— | 

— ¡ 

— 

I 

— 

VIII- 

— PREVENTIVE MEDICINE 

1 

38 | 

24 

1 5.7 1 

2 

1 

0.5 

1 

3 1 

0.7 | 

9 

1 



* San Juan, Río Piedras, Bayarnón, 








































116 Bol. Asoc. Méd, de P. R. 


Marzo, 1955 


TABLE NO. 4 — SPECIALISTS BY ÑAME AND SPECIALTY 
I — MEDICAL SPECIALTIES 


INTERNAL MEDICINE 

Juan E. Acevedo 
Agustín M. Andino 0 
Carlos Bertrán ° 

Roberto Busó 
José A. de Jesús # 

F. Diez Rivas # 

Lillian Ferrer 
Hilda García de la Noceda 
José R. González Flores 
Jenaro Haddock # 

Ulises López Sanabria 
Víctor Malagón 
Ernesto C. Martínez #* 

Héctor Martínez Villafañe 
R. Menéndez Corrada # 

Eduardo Montilla 
Manuel E. Paniagua 0 
Manuel Pavía Fernández 
Eduardo R. Pons # 

Juan A. Pons 
M. Pujadas Díaz 
Eli S. Ramírez # 

Julio Rivera # 

Zenón Rivera Biascoecliea 
Rafael Rodríguez Molina # 
Calixto A. Romero »># 

Andrés A. Salazar # 

Ramón Suárez Benítez 
A. Rivera Trujillo 
Hiram Vázquez 0 
Raúl Vizcarrondo 

Studying for Specialty 

Raúl Acosta (Mun.) 

J. Alvarez Calderón (San P.) 
Ana L. Cordero (Mun.) 

R. García Palmieri (Mun.) 
Jorge Mayoral (San Patricio) 

R. Méndez Bryan (Mun.) 

Juan A. Nogueras (Mun.) 
Héctor Rodríguez (Bayamón) 
Roberto Rodríguez (Mun.) 

Zoilo Sotomayor (Mun.) 

Miguel A. Timothee (Bayamón) 

HEMATOLOGY 

Angel A. Cintrón 

Enrique Pérez ¡Santiago °* (1M) 

Remy Rodríguez*# (IM) 


CARDIOLOGY 

José A. Amadeo 
R. Arrillaga Torrens # (IM) 

Rurico S. Díaz Rivera# (IM and Card.) 
Roberto Francisco # (IM) 

Ernesto J. Marchand # (IM) 

Ezequiel Prieto 

Dwight Santiago # (IM) 

José A. Seín 

Ramón M. Suárez # (IM and Card.) 
Carlos E. Timothée 
José M. Torres # (IM) 

Federico Velázquez 

GASTROENTEROLOGY 

José Berio Suárez ❖* 0 
Bartolomé Borrás 

F. Hernández Morales # (IM and GE) 
José L. Robert 
A. Rodríguez Olleros ° 

Ramón J. Sifre 

Ramón Sifre Amadeo # (IM) 

ALLERGY 

Donald F. Gowe 
Angel M. Marchand 
J. Nieves Colón 

TUBERCULOSIS 

Carlos Arinstrong 
Juan Arruza 
Luis J. Betances * 

Fernando Buxeda 
Ramón T. Colón 
Pedro J. Durand 
E. Fernández Cerra 
Jorge Franceschi Juliá 
José A. Franco (ret) 

Jaime L. Fuster 
David E. García 
Luis García de Quevedo 
Philip S. Gorlin. 

L. Jouanneau 
J. J. de Lara García 
Héctor A. Marrero 
E. Martínez Rivera 
J. M. Moscoso Rodríguez 
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Borinquen Mussenden 
Fernando Padró * 

José Luis Porrata 
Alice Reinhardt Valcourt 
J. Rodríguez Pastor 
Hilarión Sánchez ❖ 

Manuel iSantiago Santos 
Leandro Santos 
Jacobo Simonet 
José Soto Ramos 
Rafael Velázquez 

PEDIATRICS 

Raúl Acosta 
Ricardo Alonso 
Joseph Aponte 
Lorenzo Balasquide 
J. Basora Defilló # 

Antonio R. Busquets # 

Dolores M. Cashion # 

M. Castro 

Alberto Díaz Atiles 
César Domínguez 
Miguel A. Firpi, Jr. # 

Lydia González de Montalvo 
Benito Irizarry Bulls 
E. Matta 
Ceferino Méndez 
Pedro Mendoza 
Enrique A. Milán # 

Eduardo Mirabal ♦> 

Eloísa Muñoz Dones 
Juan J. Nogueras 
Egidio S. Colón Rivera # 
Antonio Ortiz # 

Ydalia Ortiz # 

Katheryn Rakesky Rivera 
Salvador Riera López 
Rafael Rivera 
Mimosa M. de Rullán 
Catalina Scarano 
Jenaro Scarano # 

José E. Sifontes * # 

Víctor Skerrett 
Dharma L. Vargas # 

Studying for Specialty 

Carmen Berio (Chicago) 

R. Blasini (Mun.) 

Margarita Cáceres (Mun.) 
Arnaldo García (Mun.) 

Plácido González Alvarez (Mun.) 
Julieta Grana (Mun.) 


Héctor Hidalgo (Mun.) 

Juan Jiménez Mercado (Mun.) 

Simón Piovanetti(Jefferson Med. Col.) 

DERMATOLOGY 

Alfredo L. Bou 
Arturo L. Carrión # 

José F. Correa 
Honorato Estella 
Víctor J. Montilla 
Jesús M. Quiñones 
Víctor M. Rivera # 

Eli S. Rojas 

PSYCHIATRY and NEÜROLOGY 

L. Alvarez Pou * 

Víctor Arzuela 
Rafael Arzuaga 
Víctor Bernal y del Río * 

Fernando M. Canino * 

Rafael Cantón 
Providencia Castro * 

Mario C. Fernández 
R. Fernández Marina * 

Arturo Flores Gallardo * 

José García de la Madrid * 

Leopoldo García Mercado # 

Juan Homedes 
Ana Janer 

Edwin Jiménez Pabón * 

José D. Jiménez 
Mario Juliá 
Juan A. Maseort 
Carlos L. Massanet 
Teodoro Milán * 

Luis J. Montalvo 
Juan E. Morales # 

Luis M. Morales # 

José Olmedo ♦> 

Luis Ortega 

María Robert. de Ramírez 
Juan Rosselló ° 

Ramón H. Señeriz 
Luis del Toro * 

R. Troyano de los Ríos 

Studying for Spscialty 

Eduardo Maldonado Sierra (Phila.) 
Rubén Nazario (Calif.) 

M. Rodríguez Pérez * (U.S.) 

Waldo J. Rodríguez* (U.S.) 

A. Torres Aguiar * (U-S.) 
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II — SURGIO AL SPECIALTIES 

GENERAL SURGERY 

Alberto Adams °-ó- 
Ramón I. Almodóvar ❖ 

José J. Alonso 
Fernando Asencio 
Manuel A. Astor 
A. L. Axtmayer # 

Manuel Baralt 

Guillermo H. Barbosa 

Jenaro Barreras 

Juan M. Bertrán Margarida # 

Gumersindo Blanco # 

E. Blas Ferraiuoli # 

Salvador C. Busquets 
Néstor de Cardona 
Manuel G. Carrera 
A. S. Casanova Díaz # 

Marvin S. Cashion 0 
Rafael Coca Mir ❖ 

Arsenio Comas 
Eugenio M. de Hostos # 

Francisco R. de Jesús 
Luis Díaz Bonnet 0 
José Forastieri 
Manuel Garrido Carmona ❖ 

William R. Gelpí 
Antonio R. Ginorio 
Benigno T. González 
J. González Giusti # 

José F. González 
Roberto Jiménez 0 
Carlos M. Juliá 
Raúl Justiniano* 

José S. Licha # 

Anthony Lombardi 
H. Luiggi 
Iván Marqués ❖ 

Herbert Mayer # 

R. Mejía Ruiz 
C. B. Moore ° 

Justo Luis Muñoz 
José Noya Benítez # 

A. Oliveras Guerra 
Arnaldo Palmer López 
Luis A. Passalacqua # 

Nelson Perea 
Carlos A. Quilichini 
Frank L. Raffucci #* 

Arquelio Ramírez 
A. Ramos Oller 
Víctor Rincón 
E. Rodríguez Pérez 


Félix Rodríguez Forteza 
J. M. Rodríguez Quiñones 
Juan C. Rodríguez 
Julio R. Rolenson 
Joaquín Rovira Palés 
Pedro J. Rullán 
Luis F. Sala # 

José Sárraga # 

Américo Serra 
José Sobrino 
Roy J. íStokes 
Pedro A. Suau # 

Antonio Susoni 
Dámaso Talavera 
Mario J. Tomasini 
Miguel A. Tulla 
Luis A. Vallecillo # 

Studying for Specialty 

R. Arredondo Sánchez (Mun.) 
José Bernal Rosa (Mun.) 

Arturo Cadilla (Bay.) 

A. Crespo (Bayamón) 

Gilberto Fernández (San P.) 

Juan L. López Morales (Mun.) 
Roque Nido (Bayamón) 

Pedro Otero (San P.) 

Raúl R- Rivera (Milwaukee) 

John F. Sanabria (Mun.) 

Zaida Torres (U.S.) 

N EURO LOGIC AL SURGERY 

J. Alvarez de Choudens 
Ricardo Cordero 
Luis R. Guzmán #* 

Max Ramírez de Arellano 
Nathan Rifkinson #* 

ORTHOPEDIC SURGERY 

Juan R. Cabrera * 

J. Dávila López # 

Manuel Espinosa Robledo 
M. Guzmán Acosta * 

José Iguina Reyes 
Aníbal G. Lugo # 

Antonio E. Molina # 

Ian Murphy # 

'Peter E. Sabatelle # 

León .Sheplan # 

Studying for Specialty 

José Suárez Alvarez (Phila.) 
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OPH TH ALMO LO GY 

José L. Arbona 
Rafael Bernabé 
Héctor A. Bladuell 
Roberto Buxeda # 

H. F. Carrasquillo # 

L. Cuello 

Luis J. Fernández # 

Ricardo F. Fernández # 

J. A. Gallardo 
Agustín R. Laugier 
Andrés Montalvo # 

Luis A. Morales # 

Antonio Navas 
Lydia Pérez Guardiola 
Guillermo Picó #* 

Nicolás Quiñones Jiménez, Jr. 
Pedro Vargas Rosado 
Jacinto Zaratt 

Studying for Specialty 


O TOE HIÑOLA E YNGOL OfíY 

Miguel Alonso # 

Lorenzo Arsuaga 
Adolfo Bernabé 
Luis C. Clavell 
Colby W. Dunscombe # 

Jaime Font Casalduc 
Juan H. Font # 

Rafael Maldonado Quiñones 

Miguel A. Mariani 

Carlos E. Muñoz MacCormick # 

A. Pérez Toledo 

Eduardo R. Pérez 

José Picó # 

F. Quiñones Jiménez 
N. Quiñones Jiménez 
William Reichard # 

Antonio Rullán # 

Miguel A. Zapata 

Studying for Specialty 

J. Látimer (U.S.) 

R. Magriñá Suárez 
E. Vicéns (Phila.) 


PLASTIC SUEGEEY 

J. Benavent # (Surg.) 

Angeles Díaz 

THOEACIC SUEGEEY 

Gustavo Bergnes 
Jaimes Costas Durieux 
Jaime F. Pou 
David Rodríguez Pérez 

UEOLOGY 

Manuel F. Alsina Capó 
Natalio Bayonet 
Julio E. Colón 
Rafael Colón 
Pablo G. Curbelo # 

José E. Dávila 
José C. Ferrer 
E. García Cabrera 
José Gelabert 
Antonio Guijarro 
Luis M. Isales # 

M. Maeso 

A. Mejía Casals # 

Néstor H. Méndez # 

B. Rodríguez Lucca ♦> 

Luis A. Sanjurjo # 

Studying for Specialty 

Roberto Fortuño (Mun.) 

PEOCTOLOGY 
William P. Gelpi 

Studying for Specialty 
Miguel Valiente (U.S.) 

CANCEEOLOGY 

José R. Casanova Díaz * 
Hamlet Hazim 
Ramón T. Llobet ❖ 

Studying for Specialty 

Víctor Marcial (U.S.) 


Carlos Margarida (Prest). Hosp., N.Y.) 
J. Fiol Bigas (Phila.) 

José Pietri (Milwaukee) 

José Vidal (Phila.) 
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III — OBSTETRICA AND 
GYNECOLOGY 

Luis A. Amorós 
E. Arandes Rexach 
Roberto L. Axtmayer»! 4 
Luis Bartolomei 
Fernando A. Batlle 
José S. Belaval (retired) 

Elwood M. Bond 
José Díaz Carazo ° 

Modesto Carrasquillo 
José B. Caso 
All>ert,o Castafier 
Angel R. Cestero # 

Miguel A. Cintrón 
María E. Cora 
Jeramfel Cordero 
Miguel S. Dalmau 
M. Fernández Fuster # 

Leopoldo Figueroa 
Andrés Franceschi 
A. García Castillo 
A. García Soltero 
J. García Bird # 

J. García García 
José García Blanco 
Rafael A. Gil # 

Josefina Guarch ° 

Jorge Hereter # 

Manuel A. Iguina # 

J. B. Kodesh # 

Blanca Lluberas 
Antonio Medina 

L. Von Misky 
Juan Mimoso 
Randolph J. McConnie # 

María A. Parés 

Jván Pelegrina 
J. Salvador Plá 

M. Rodríguez Erna 
Carmen Romero Gelpi 
José A. Roure 
Elvira Rodríguez 

E. Rodríguez Pacheco 
Roberto Serra 
E. Schroder 
M. Soto Rivera 
Jenaro Suárez 
Luis Torres Oliver 
José H. Vázquez 
José Luis Vilá 
Rafael A. Vilar 
Edgardo Yordán 


Studying for Specialty 

M. T. Berio (UjS.) 

S. Colón Lugo (Mun.) 

Isabel V. Estrada (U.S.) 

M. Fernández Durán (Mun.) 

.1. García Esteves (Mun.) 

Hiram Gómez (U.S.) 

Alejandro Infanzón, (U.S.) 

Paul Mari (Mun.) 

Radamés Orlandi (Mun.) 

IV — PATHOLOGY 

Clinical Pathology 

O. Costa Mandry # (CP and IM) 

F. J. Mejías 

P. Morales Otero 
R. Ruiz Nazario 
Luis A. Salivia 

GENERAL PATHOLOGY 

Víctor Arean 
Donald F. Babb # 

Donald R. Jutzy 
Enrique Koppisch # 

Francisco Litchtenberg # 

Raúl A. Marcial Rojas *# 

Jorge B. Morales *❖ 

Esteban Moreno »>* 

Bolívar Patiño * 

Gerardo Polanco * 

Félix M. Reyes # 

I. Rivera Lugo 

J. E. Taveras 

Studying for Specialty 

Gonzalo Aponte (Phila.) 

Walter Cervoni (Phila. Clin. Patli.) * 
Manuel de Jesús (Wash. DC)* 

Eric Everts (Jefferson Med. Coll., 

Phila.) *> 

Lorenzo Galindo (Wash.) 

Luis E. González Saldaña (Mun.) 

R. Ramírez Weiser (Temple Univ.l* 
Edwin Rivera (Mt. Sinai Hosp. - 

N.Y.)°* 

Bolívar Patiño (Bayamón) Clin. 

Path.*) 

Gustavo Ramírez de Arellano (Scli. 

Med. - P.R.) 
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V — RADIOLOGY 

Rafael A. Blanes 
Rafael B. Díaz Bonet*pp 
Lazlo Ehrlich pi¬ 
carlos Guzmán Acosta pp* 

M. Guzmán Rodríguez 
Carlos Jiménez pp 
José Landrón 0 
Juan R. Marchandpp* 

Guillermo Marqués 
Pablo Luis Morales pp 
R. Pérez Ribié pp»> 

Luis Ramos González ♦> 

Pedro Ramos Casellas pp 
Jesús Rivera Otero pp* 

Guillermo Ruiz Cestero 
Héctor Vallés pp 
Luis A. Yordán 

Studying for Specialty 

Francisco Orobitz (U.S.) 

Oscar Ruiz (U.S) 

Tomás Jiménez Becerra (Mun.) 

VI — ANESTHESIOLOGY 

Alberto Brinz 
E. Colón Yordán pp 
Miguel Figueroa ♦> 

Frederick J. González pp 
Paul Leni 

Studying for Specialty 

Francisco Bajandas (Mun.) 

Carmen Castro Buárez (U.S.) 
Celeste Castro (U.;S.) 

Ariel Méndez (Mun.) 

VII — PHYSICAL MEDICINE 

Salvador Arana-Soto 
Hermán J. Flax *pp 
Gabriel Rigau 
Harold Storms 

Studying for Specialty 

Aureo Calderón (U.S.) 


VIII — PREVENTIVE MEDICINE 

José Alum (retired) 

Guillermo Arbona pp 
Angel M. Ayala * 

Francisco Berio*pP 
Manuel B. Berríos 
Guillermo Cardona* 

Ana Casals Scott* 

José Chaves 0 
Samuel I. Glover 
Abel de Juan 
Juan del Río* 

Reinaldo Ferrer 
O. García de Quevedo 
Luis M. Graulau 
José Hernández Matos * 

Harold Hinman pp 
Robert R. King, Jr. pp 
A. Lockhart * 

Juan Llompart 

Diego H. Loynas Garrido* 

Kenneth Matonel Young 
J. L. Mella 
Domingo Nochera 
Dolores M. Piñero 
J. Polanco González* 

Ernesto Quintero 
J. Ramos Lebrón 
Phillip M. Reilly 
Edris Rice Wray* 

Ramón A. Ríos 
M. Román Benítez 
Renato Royo * 

J. H. Saavedra * 

Eurípides Silva 
Victoria Smith 
Rafael Timothée * 

Luis Torres Aguiar 
Blanca H. Trelles de Vázquez 
Rafael S. Vázquez 

Studying for Specialty 
Ramón Vázquez Pastrana (U.S.) 
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TABLE NO. 5 — INTERNES 


SAN JUAN MUNICIPAL HOSPITAL 

1. Aguayo Disdier, Rafael 

2. Bauzá Hernández, Antonio 

3. Berrocal, Enrique 

4. Blasini Rivera, Marino 

5. Defendini, Efraín A. 

6. Medina, José T. 

7. Menay Jusino, Abelardo 

8. Pérez Arzola, Miguel 

9. Piñot Nin, Ramón A. 

10. Quiñones, Víctor Manuel 

11. Ramírez Silva, Jr., Amador 

12. Rivera Rodríguez, Freya. 

13. Rodríguez Negrón, Luis A. 

14. Tur Rodríguez, Luis A. 

ARECIBO DISTRICT HOSPITAL 

1. Abréu Román, Antonio 

2. Masari Sánchez, Ferdinand 

3. Miranda, Ada 

4. Parrilla, Eduardo 

5. Rivera Rodríguez, Rodolfo 

6. Soler Zapata, Juan H. 

7. Somohano Mosquera, Angel M. 

8. Vega Soto, José Rafael 

9. Vicenty, Wassilly 

BAYAMON DISTRICT HOSPITAL 

1. Cerra Quiñones, Domingo 

2. Cortés, Félix M. 

3. Fores, Sally E. 

4. Garriga Prida, Rafael 

5. González Alcover, Rafael 

6. Haddock Suárez. Lilliam 

7. Machuca, Fernando 

8. Picó, José F. 

9. Rosa Silva, Héctor A. 

10. Serra, Rafael E. 

FAJARDO DISTRICT HOSPITAL 

1. Anduze Menéndez, Julio 

2. Camuñas, María I. 

3. Nieves Calcaño, Gilberto 

4. Piñeiro, Ramón 

5. Ramos Yordán, Federico 

6. Reyes Matos, Félix 

7. Silva Monje, Luis D. 

8. Torres, Luis A. 

PRESBYTERIAN HOSP. ( S.J .) 

1. Boscli, José 

2. Borrás, Pedro A. 

3. Bursian, Tirso 


4. Rivera, José H. 

5. Rubio, Luis A. 

ASILO DE DAMAS HOSP. (Ponce ) 

1. Bonín-Font, Pedro J. 

2. Canabal López, Manuel 

3. Clavell, Iván 

4. López Vicario, Luis 

5. Pérez Roig, Manuel 

0. Vázquez, Joseph Gilberto 

DR. SU SON I HOSPITAL (Arecibo) 

1. Collazo Camuñas, R. E. 

2. López Saavedra, Wilfredo 

CLINICA PILA (Ponce) 

1. Becerra, J. 

2. Llavona, Jr. 

3. Soler, J. 

4. Vísot, A. 

AUXILIO MUTUO HOSPITAL (R. P .) 

1. Collazo, J. 

2. González, E. Raúl 

PAVIA HOSPITAL (San Juan) 

1. Sánchez Santiago, José E. 
MUNCIPAL HOSPITAL (Rio Piedras) 

1. Carlos, Ramón 

2. Febles, Erasto 

3. García Jiménez, Miguel 

4. Guerrero, Rafael 

5. Hart Messon, Humberto 

6. Lebrón, Domingo 

7. Martínez Cancel, Zenobio 

8. Nieves, Pedro L. 

9. Rojas Davis, Eli 

10. Soto Respeto, Pedro 

11. Vargas, Nicolás 

DOCTOR'S HOSPITAL (Santurce) 

1. Fernández, Ramón 

2. Latoni, José 

3. Pablos, G. 

AfíUADILLA DISTRICT HOSPITAL 

1. Feliberty, Manuel 

2. Montes Esteves, S. 

3. Pérez Montalvo, J. 

4. Piüero, B. 
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TABLE NO. 6 — RESIDENTE 


BAYAMON DISTRICT HOSPITAL 

1. Dr. Arturo Cadilla 

2. Dr. A. Crespo 

3. Dr. Adolfo Dacosta 

4. Dr. Francisco J. Echegaray 

5. Dr. Manuel Guzmán 

6. Dr. Roque Nido Stella 

7. Dr. Angel M. Otero 

8. Dr. Miguel A. Timothée 

FAJARDO DISTRICT HOSPITAL 

1. Dra. Lydia D. Nieves Préstamo de 

Reyes 

2. Dr. Ismael Ruiz 

3. Dr. Juan José Vilella 

ARECIBO DISTRICT HOSPITAL 

1. Dr. Gabriel Magraner Folch 

2. Dr. Pedro Mora Boneta 

3. Dr. Angel Manuel Somohano 

AGUADILLA DISTRICT HOSPITAL 

1. Dr. Juan R. Vilaró 

SAN PATRICIO HOSPITAL 

1. Dr. J. Alvarez Calderón 

2. Dr. Pedro Otero 

3. Dr. L. Rodríguez Santos 

MUNICIPAL HOSPITAL OF 
SAN JUAN 

1. Dr. Raúl Acosta 

2. Dr. R. Arredondo 

3. Dr. Francisco Bajandas 

4. Dr. José Bernal Rosa 

5. Dr. Rafael Blasini Santiago 
*5. Dra. Margarita Cáeerea 


7. Dr. S. Colón Lugo 

8. Dra. Ana L. Cordero 

9. Dr. M. Fernández Duran 

10. Dr. Roberto Fortuño 

11. Dr. Arnaldo J. García 

12. Dr. J. García Esteves 

13. Dr. M. García Palmieri 

14. Dra. Julieta Grana 

15. Dr. Luis E. González Saldaña 

16. Dr. H. Hidalgo 

17. Dr. Tomás Jiménez Becerra 

18. Dr. Juan Jiménez Mercado 

19. Dr. J. Lionel López 

20. Dr. Paul Mari 

21. Dr. R. Méndez Bryan 

22. Dr. Ariel Méndez 

23. Dr. Juan A. Nogueras 

24. Dr. R. Orlandi 

25. Dr. Roberto C. Rodríguez 

26. Dr. Alfonso Rozo 

27. Dr. J. F. Sanabria 

28. Dr. Zoilo Sotomayor 

MUNICIPAL HOSPITAL 
(Rio Piedras ) 

1. Dr. Darío Delnero Riera 

2. Dra. Rosa E. Fiol 

3. Dr. A. Ruiz 

4. Dr. Rubén Román 

5. Dra. Amalia Sabater 

6. Dr. L. Yaldés 

AUXILIO MUTUO HOSPITAL 
(Rio Piedras) 

1. Dr. Antonio Berio 

2. Dr. Gilberto Fernández 

PRESBY TE RIAN HOSPITAL 

{Santurce ) 

1. Dra. Rosa Serrano Solía 
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TABLE NO. 7 — RATIO INTERNES AND REiSIDENTS TO HOSPITAL BEDS 



| No. of | 

Ratio beds to 

Actual Number* 

| beds | 

Internes |Residents 

Internes | 

Residents 

Bayamón districtt 

| 250 | 

25 | 

| 

10 1 


Medicine * 

60 

— 

30 


2 

Obstetrics 

60 

— 

30 | 


2 

Surgery* 

70 

— | 

23 


3 

Pediatrics * 

¡ 60 

— j 



— 

Clinical Pathology * 

1 1 

— 

1 


1 

Arecibo dietrict t 

250 ¡ 

25 | 

| 

8 | 

3 

Fajardo districtt 

¡ 250 

25 

| 

8 

3 

Aguadilla district 

250 

60 

I 

4 

1 

Presbyterian t 

| 150 

30 


5 1 

1 

Municipal - San Juan t 

| 340 

21 


15 


Medicine * 

90 

13 | 

1 


7 

Surgery * 

90 

22 

1 


4 

Pediatrics * 

80 1 

12 ! 

! 


7 

Ob.-Gyn. * 

| 80 | 

20 | 

1 


4 

Radiology * 


— | 

1 


1 

Anesthesia 

i — ¡ 

— | 



2 

Pathology * 

| — | 

— 

1 


1 

Damas - Ponce 

¡ 150 

25 | 

— 1 

6 | 

— 

Pila - Ponce t 

1 150 1 

40 

— 

4 1 

— 

Río Piedras - Municipal 

1 150 1 

15 | 

25 | 

10 1 

6 

San Patricio 

| 200 | 


1 

— | 


Medicine * 

1 100 1 

— ¡ 

100 | 


1 

Surgery * 

I 100 1 

— ¡ 

50 ¡ 


2 

Auxilio Mutuo 

| 200 | 

100 j 

100 | 

2 1 

2 

Clínica Susoni 

1 150 1 

75 ¡ 

— | 

2 

— 

Hospital Pavía 

| 150 

150 | 

— 

1 ¡ 


Doctors Hospital 

I 150 1 

50 j 

— 

3 I 



Approved AMA - CMEH - Internes t 


Residente 
















Yol, 47 No. 3 


Costa Mandby: Physicjans in P. R. 125 


TABLE NO. 8 — PHYSICIANS IN ARMED FORCES 


Alemañy, Carlos E. 

Almodóvar, R. (Surg.) 

Arroyo, Pedro (USPHS) 
Armstrong Mayoral, Raúl 
Avilés, Juan 

Axtmayer, R. (Ob.-Gyn.) 

Aybar, José A. 

Benítez, Rafael (Path.) 

Berio Suárez, José (GE) 

Berrocal, Carlos S. 

Clark, S. 

Colón Morales, Miguel A. 

Coca Mir, Rafael (Surg.-USPHS) 
Cook, Thomas A. 

Dávila Polanco, José B, 

De Juan, Abel Jr. 

Díaz Montafiez, Angel 
Figueroa, M. (Anesth.) 

Fox, Winslow G, 

García, Iván H. 

Garrido Carmona, Manuel (Surg.) 
Garriga, José 
Gelys, Alberto 
González Alvarez, Plácido 
González, Bernardino 
González Jiménez, Enrique 
Guardiola, Pablo 
Guijarro, Antonio (Urol.) 
Higgins, Peter O. 

Justiniano, R. (Surg.) 

Lacot Salgado, A. (Ob.-Gyn.) 
Márquez Rivera, Iván (¡Surg.) 
Martínez, Jorge L. 

Mercado Jr., Raúl (Radiol.) 
Matos, Angel L. 

McDonald, Sylvester 
Milán, Teodoro (Psych.) 

Mirabal, E. (Ped.) 


Montalvo, Eladio 
Moreno, Eusebio (Path.) 

Moreno, Fernando 
Muñoz Candelario, A. L. 

Murray, Geo. E. (Urol.) 

Olmedo, José C. (Psych.) 

Ortiz, Julio A. 

Pérez Ribié, E. (Radio.) 
Pouymirou, Frank 
Quiñones, Rafael E. 

Ramos González, Luis (Radiol.) 
Romero, Calixto (Int. Med.) 
Ramos Isern, F. 

Rivera Ayala, G. 

Rivera, Gerant 
Rivera Pratt, J. E. 

Rodríguez Lucca, Benigno (Urol,) 
Rodríguez, Roberto C. 

Rodríguez Rosado, Samuel 
Romero, Angel 
■Rosa Febles, César 
Roselló, Salvador 
Rullán, José A. 

Sais, Carlos 

Salazar Rodríguez, José 
Sabater, Homero 
Salcedo, José R. 

Salichs, Orlando 
Sánchez, Hilarión (The) 

Sánchez Longo, Luis (Neurol.) 
Sánchez Quiñones, A. 

Simons, Julio 
Sosa, José A. 

Vázquez, Iván A. 

Vera Sánchez, Ramón W. 

Vilaró, Juan 
Zamora, Pablo Luis 
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TABLE NO. 9 — FOREIGN PHYSICIANS WITH SPECIAL L1CENCES 
WORKING IN HEALTH DEPARTMENT 


1. Achecar, Felipe 

2. Alonso Cervantes, Ernesto 

3. Alonso Martínez, Ricardo 

4. Arzuela Nido, Víctor M. 

5. Calcagno Romano, Mario 

6. Cantón, Rafael 

7. Carie, Agenor Simeón 

8. Carrera Giral, Jorge 

9. Cheij Kourie, Abraham 

10. Delgado Matallang, Gustavo 

11. Díaz Martínez, Rafael 

12. Duverge, Héctor A. 

13. García, José R. 

14. García Carrasco, Félix 

15. García Galarza, José A. 

16. García de Quevedo, Orlando 

17. García Madrid, José M. 

18. Gil, Julio Andrés 

19. González Mañón, Jacinto 

20. Gutiérrez Aliaga, Manuel 

21. Hammerschmidt, César 

22. Jouanneau Quincocés, Luciano 

23. Lizardo Vidal, Francis 


24. Llompart García, Juan 

25. Macossay Negrín, Carlos 

26. Mainardi, Luis E. 

27. Martínez Martínez, Isidro 

28. Mendoza Mendoza, Pedro 

29. Molina Pérez, Rafael A. 

30. Monserrat, Antonio 

31. Montalvo Cordero, José H. 

32. Moscoso Cordero, Juan M. 

33. Najul Bez, Elias 

34. Navarro, Francisco 

35. Patiño Arca, Bolívar 

36. Richards, Lawrence Leo 

37. Sánchez Quintana, Juan 

38. Solé Massana, Jorge 

39. Santos Pérez, Eduardo 

40. Tejada, Cornelio 

41. Thomasa Sánchez, J. M. 

42. Valdés, Ramón 

43. Vázquez San Martin, José # 

44. Villalón Ojeda, Conrado 

45. Yapor Elias, Alfredo 
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TABLE NO. 10 — PIIYSICIANS OUTSIDE OF 

Norberto Acevedo _ 

A. Acosta Velarde _ 

Guillermo Acosta _ 

Roberto Aguayo _ 

María C. Barreras _ 

Walter Bond _ 

Tomás Cajigas _ 

Guillermo M. Carreras_ 

Jorge V. Crespo _ 

Carlos Dalmau _ 

Carlos M. de CasLo _ 

Marina Díaz de Lee _ 

Felipa Díaz Santini __ 

Carlos Domínguez _ 

R. Fernández Marchante _ 

A. Fernóg: Isern _ 

Luis González Ramírtz_ 

Rafael Hernández _ 

Manuel Janer_ 

Daniel Landrón_ 

Edward O’Neill _ 

Sergio S. Peña _ 

Agustín Pietri _ 

Carlos Pons _ 

Sarita Pons _ 

Edwin Rodríguez _ 

Eugenio Rodríguez_ 

Juan J. 'Santos_ 

José Sugrañes _ 

Manuel L. Valdés- 

Emilio Vadi _ 

José G. Valderaz- 


PUERTO RICO 
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General Medicine 

Pediatrics 

Obs. and Gyn. 

Pathology 

Pathology 

Pathology 

General Medicine 

Psychiatry 

General Medicine 

Pediatrics 

General Medicine 

Surgery 

Pediatrics 

Cardiology 

Prev. Medicine 

Psychiatry 

General Medicine 

General Medicine 

General Medicine 

General Medicine 

Surgery 

Pathology 

Pathology 

Orthopedics 

Pathology 

General Medicine 

Radiology 

General Medicine 

Surgery 

Obs. and Gyn. 
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One way to 
keep baby’s food 
budget low... 

As a physician, you know how important 
to young parents is the cost of raising a 
baby. Also you want to give babies in your 
care the best possible nourishment. Pet 
Evaporated Milk helps both ways — it 
provides all the body-building nourishment 
of milk, is always uniform in composition and 
quality. Yet Pet Milk costs less than any other 
form of milk . . . far less than special infant feeding 
preparations. It’s one milk that keeps babies 
growing up . . . infant feeding costs down. In 
fact, it can save up to $50 on baby’s food 
bilí during that vital first year. 


Favored Form 
of Milk For 
Infant Feeding 






PET MILK COMPANY, ARCADE BUILDING, ST. LOUIS 1, MO. 


Distribuidores: B. FERNANDEZ & HNOS., INC. 
San Juan, Puerto Rico 









j! 

I 



No produce retención 
de sodio ni de agua 

No aumenta la excreción 
de potasio 

Tiene mayor eficacia clínica 

Es 3 a 5 veces más potente 
que la hidrocortisona 
o la cortisona 


Ventajas 


CORPORATION , bloomfield, n 


SCHERING 






Inicio de una nueva era 
en el tratamiento de la ... 






Distribuidores: CESAR CASTILLO, INC., Edificio Camaleglo 
Avenida Muñoz Rivera 70 - Hato Rey, Puerto Rico 
















SEGURA.. 


...En el Polo Norte 
o en la Selva Tropical 


En cualquier clima, bajo las condi¬ 
ciones más variadas, la Leche KLIM 
es siempre segura, pura y uniforme¬ 
mente nutritiva. En efecto, KLIM 
lia sido usada en muchas expedi¬ 
ciones al Polo Norte y al Polo Sur 
y bajo el sofocante calor de las 
selvas ecuatoriales. Y siempre la 
frescura uniforme, sabor y calidad 
inmejorables de esta cremosa leche 
en polvo permanecen intactos en su 
lata cerrada al vacío, envasada por 
medio de un procedimiento espe¬ 
cial. 

Considere también, Doctor, otras 
grandes ventajas de la Leche KLIM, 


tal como su fácil digestibilidad, una 
de las razones por la cual muchos 
pedíatras recomiendan esta leche 
superior en la alimentación de los 
niños. 

Además de que es una leche ideal 
para la nutrición de los niños y para 
la familia en general, KLIM es un 
alimento suave pero muy vigori¬ 
zante para los ancianos de estóma¬ 
go delicado. Esta leche tan saluda¬ 
ble también se recomienda en las 
dietas de convalecientes y frecuen¬ 
temente en las de aquellos que pa¬ 
decen de úlceras pépticas. 

No hay mejor leche que KLIM. 

KLIM 



LA PREFERIDA EN TODO EL MUNDO 

Nos complaceremos en suministrarle informes profesionales 
completos sobre la Leche KLIM. Solo tiene que escribir a: 

THE BORDEN COMPANY, División de Exportación 
350 Madison Avenue, Nueva York 17, N. Y., E. U. A. 


Distribuidores para Puerto Rico: 

PLAZA PROVISION COMPANY, Fortaleza 104, San Juan, P. R. 
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Chloral Hydrate in Suppository Form 



The NEOCERA Base 
A special blend of water-soluble 
waxes requiring no refrigeration. 
Advantages 

Non-barbiturate, non-cumulative 
and no gastric disturbances. Ac- 
curate and pre-measured dosage 
without any rectal discomfort or 
irritation. No leak-back after in- 
sertion. Rapid solubility assures 
prompt sedation. 

Supplied 

Aquachloral Supprettes, 5 grains 
(green), 10 grains (blue), 15 grains 
(yellow) in jars of 12. 


Professional Samples Upon Request 


gTAe fyíil/tcwn tyfeSáteí 

MEMPHIS 3, TENNESSEE 


websterI 















Furacin 

marca del nitrofurazone Eaton 

Supositorios 

Vaginales 


A sus pacientes 


con leucorrea 
¡es gustarán los 


Reducen a un mínimo 
e¡ mal olor y ¡a secreción 

Los Supositorios Vacinales do FURACIN 
actúan con gran eficacia y rapidez contra la 
leucorrea debida' a infecciones cervicovaginales 
producidas por una gran variedad de gérmenes 
patógenos, tanto Gram-positivos como 
Gram-negativos. La secreción disminuye, el mal 
olor desaparece y la curación se acelera. Además 
de su eficacia en la leucorrea, tan corriente en 
las mujeres que han tenido hijos, el Furacin 
es sumamente valioso en los períodos 



preoperatorio y postoperatorio de cirugía 
pervicovaginal y para empleo sistemático 
durante la radioterapia del carcinoma del 
cérvix, 

Referencias: (1) Doyle, J. C.: Urol. & Cutan. Rev, 55: 
618, 1951; (2) Weínstein, B. B., y Weinstein, D.: 
Mississippi Doctor ¿9: 117, 1951; (3) Schwartz, J.: 

Am. J. Obst. & Gynec. 63: 579, 1952; (4) Schwartz, J., 
y Nardiello, V.: Am. J. Obst. & Gynec. 65: 1069, 1953. 



• FACILES DE USAR • NO MANCHAN LA PIEL 

• INODOROS • SUAVIZANTES 

Formula: 

Los Supositorios Vaginales de Furacin contienen 0,2% 
de Furacin en una base hidrosolubie autoemulsificante. 
Cada supositorio está herméticamente sellado, lo cual 
evita la filtración de los mismos aún cuando haga 
mucho calor. 

Presentación: En cajas de 6 y 12 supositorios. 

También: Furacin Supositorios Uretrales, para 
tratamiento sencillo y eficaz de la uretritis femenina. 



NORWICH, NEW YORK, E.U.A. 


IOS NITROFURANOS —UNA CLASE SINGULAR DE ANTIMICROBIANOS 0 . N (Ñ) B PRODUCTOS DE LA INVESTIGACION CIENTIFICA DE EATON 

Distribuidores: CESAR CASTILLO, INC., Edificio Camaleglo 
Avenida Muñoz Rivera 70 - Hato Rey, Puerto Rico 






UNIDADES 


de Vitamina 
Vl.I>OM-"A'* 
Ven»'*' 5 * 0 


" contiene 
rj-aeosa, coi 


Sintética ¡ 

de base no 


lf KERATOSiS 

,eca agríe- 

plantas DE 
lA prescriba 


eczema íNVtKr,-- 
,ic pruritos SEN» 

i, ’híperkeratosis 

pies Y CUANDO El 


tbade 


\ug° res 


Consérvese < 

reirige' 


Distribuidores: LUIS GARRATON, INC. 

Fortaleza 352 - Tel. 3-1593 - Apartado 2984 - San Juan, P. R. 












In an extensivo clinical investigation 
conducted by five well qualified physi- 
cians, treatment with Cobaden, a 
unique combination of adenosine-5- 
monophosphate and cyanocobalamin, 
. was successful in terms of pain- 
relief, restored mobility and diminished 
swelling and tenderness in 66 of 70 
patients ... with osteoarthritis, polyar- 
ticular pain, polyarthritis, tendinitis 
(bursitis), musculofasciitis, tenosynovitis, 
peripheral neuritis (sciatica) and dia- 
betic neuropathy.” 1 


Each cc. of COBADEN contains: 

Adenosine-5-Monophosphoric acid.25 mg. 

Cyanocobalamin.60 mcg. 

Benzyl Alcohol.1.5% 

Injection water q.s. 




PHARMA 


CE 


U 


TI 


CAL CO., INC. 


Representative for Puerto Rico 
A. F. LEGRAND, Ph.G. 

P. O. Box 9022 — Santurce 29, P. R. 


33 3 coiuMtiA sr*ftr. kínuhac». niw yo*k 
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A LOS SEÑORES MEDICOS 

Nos complacemos en recordarles que 

desde hace 25 

años somos distribuidores de los productos de ELI 
LILLY, de los cuales siempre tenemos completo 

surtido en existencia. 


J. M. BLANCO, 

INC. 

(Droguería Blanco) 



y 



Para la otitis ... 
especialmente la crónica 


AEROSPORIN* 


SOLUCION (Otica Estéril) 


SULFATO DE POLIMIXINA B 


BACTERICIDA para todos los bacilos gram-negativos, especial¬ 
mente las Pseudomonas' (B. pyocyaneus) — frecuente¬ 
mente encontradas en las infecciones del oído 2 — y los 
microorganismos gram-positivos. 

FUNGICIDA para varios dermatomicetos. 3,4 

NO SENSIBILIZANTE debido a su mínima acción alergénica. 

Vehículo estéril, higroscópico, con baja tensión super¬ 
ficial, acidificado para restablecer el pH normal del 
conducto auditivo. 

Frascos-goteros de 10 centímetros cúbicos. 


* MARCA REGISTRADA 


BURROUGHS WELLCOMF 
& CO. (U.S.A.) INC. 
Tuckahoe 7, Nueva York 


1 . Jdxvetz, E.: Arch. Int. Med. 89:90, 1952. 2. Senturia, B. 11Laryngo- 
acope 56:277. 191,6 y Tr. Am. Acad. Ophth. 54:1,7, 1950. 3. Serri, F.: 
Compt. Retid. Soc. de Biol. 148:362, 1949. 4. Florestano, H. J. y Bahler, 
M.D.: Proc. Soc. Exper. Biol. & Med. 19:141, 1952. 

















THE NEW YORK POLYCLINIC 

ESCUELA DE MEDICINA Y HOSPITAL 

Organizada 

en 1881 

La Primera institución Médica 

óe América para Postgraduados 


SUKGERY AND ALLIED 

OJOS, OIDOS, NARIZ V 



SU1ÍJECTS 




A tvvo montlis íull time com- 

GARGANTA 



bined surgieal <ourse compris- 
ing general sarsery, traumatic 

Curso combinado de tres meses 



surgery, abdominal surgery, (jas- 

consistente de asistencia a clíni- 



troenterol«>gy, protology, gyñeco- 

cas, presencia en operaciones, con. 



logical surgery, iirological surgery. 

ferencias, demostración «le casos 



Attendance at lectures, vvitnessing 

y demostraciones en el cadáver; 



operations, examination of patients 

operaciones de ojos, oídos, nariz y 



pre-operatively and post operaíi- 

garganta en el cadáver; demos- 



vely and follow-up in tile wards 




post-operatively. l’athology, racli- 
ology, physicai medicine, anesthe. 
sia. Cada-ver demostratons in 

surgieal anatomy, thoraeic sur¬ 
gery, p-roetology, crthopedics. 

Operativo surgery and operative 

sobre broncoscopía, cirugía «le la 
laringe y cirugía facial; refraccio¬ 
nes; radiología; patología, bacte¬ 
riología y embriología; fisiología; 
neuro-anatomía; anestesia; medí- 




ciña física; alergia; examen pre- 



tendance at departmental and ge¬ 
neral conferences. 

operatorio y post-operatorio de 
pacientes en las salas y clínicas. 



RADIOLOGIA 




He v isión comprensible de los 
conceptos de física y altas mate¬ 
máticas necesarios, interpretación 
de placas, todos los procedimien- 

PARA EL PRACTICO GENERAL 



tos diagnósticos de uso standard, 
métodos de aplicación y dosis de 

Instrucción intensa en acuellas 



radioterapia, radium y rayos 

asignaturas que son de interés 



X; procedimientos fluoroscópicos 

primordial para el médico dedica- 



standard y especiales. Revisión de 

«1o a práctica general, consistiendo 



lesiones dermatológicas y tumores 

de clínicas, conferencias y tiernos- 



susceptibles «le radioterapia, así 

traciones en los siguientes «lepar- 



«•orno los métodos y cálculos de 

tamentos: medicina, petliatría. car- 



dosis en los tratamientos. Espe- 

diología, artritis, enfermedades 



vial enseñanza de los más nuevos 

«leí pecho, gastroenterología, «lia- 



métodos diagnósticos por me«lios 

betes, alergia, «lermatología, neu- 



de contraste (broncografía) al li- 

rología, cirugía menor, ginecología 



pindó), uterosalpingogrnfía, visua- 

clínica, proctología, enferme«la«les 



llznclón «le las cámaras cardíacas. 

perivnsculares, fracturas, urología. 



insuflación perirrenal y pielogra- 

otolaringología, patología, ratliolo- 



f { a. Se incluyen instrucciones so- 

gía. La clase deberá asistir a las 



bre disposición y «lirección «le de- 

conferencias generales y a las «le 



partamentos radiólogos. 

los distintos departamentos. 


Para información sobre estos y otros cursos diríjase a: 

The Dean, 345 West 50th St., New York 19, N. Y. 

—- 1 


ASOCIACION MEDICA DEL DISTRITO ESTE 

ASAMBLEA ANUAL 


Agosto 19 y 20 1955 

































































PHENERGAN ¡s Potent. A single bedtime 
dose of two 12.5 mg. tablets Controls symp- 
toms ¡n most cases. PHENERGAN often 
gives relief when other antihistaminics faiI.* 

The only important side effect, drowsiness 
(1 out of 5 cases), is a distinct advantage ¡n 
the bedtime dosage regimen. The antihis- 
taminic action persists long after the sopo- 
rific effect has worn off. 

1. Shulman, M.R.: Ann. Allergy, 7:506,1949. 

SUPPLIED: Scored tablets of 12.5 mg., bottles of 100. 

PHENERGAN 

HYDROCH LOR IDE 

N-(2'-d¡methylam¡no-2'-methyl) ethyl phenothiazine hydrochloride 

y//£e¿/l Incorporated • Philade.lphia 2, Pa. 


Distribuidores: FRANCISCO N. CASTAGNET, INC. 
P. O. Box 2506 - San Juan, P. R. 
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FOR TE ACHIHG 


- and LOWEST in Cost 

Spencer Junior Stereoscopic Microscopes possess 
a unique combination of features valuable in elass- 
room instruments. They are low in height and have 
slightly inclined eyepieces — as a result fatigue is 
reduced and students see clearly with comfort with- 
out straining necks and backs. Models with double 
revolving nosepieces require only a quick % turn to 
switch from one power to another. Shielded by a 
circular housing, the paired objectives are completely 
protected from dust as well as abusive handling. 
Spencer Junior Stereoscopic Microscopes provide 
clear, erect images and wide, fíat fields. Magnifica- 
tions range from 6.8X to 98X. Priced well below 
other stereoscopic microscopes, they appeal to the 
school with a limited budget. 
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American 


Optical 


Instrument División 
Buffalo 15, New York 


<y(laÁ¡el¿ 'víitclcbcc/ieb fot creí jOO 



SPENCER 


Representantes Exclusivos: 


PUERTO RICO OPTICAL COMPANY 

San Francisco #363 - San Juan, P. R. 
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to relieve nausea and vomiting 
of pregnancy and ¡n adoles- 
cent acné 




PYRIBEXlN 




(Pyridoxine HCI Thiamine Chloride) 
Each 1 cc contains: 

Vitamin Bl ...50 mg 

Vitamin B6.50 mg 

VIALS OF 10 cc 


IROBLEX 


for use in hypochromic and 
tritional anemias 




(Iron - Liver - B Complex) 
Each cc contains: 

Thiamine HCl (Bl) .100. 

Riboflavin (B2) . 0.Í 

Pyridoxine HCl (B6) . 1. 

NICOTINAMIDE . 50. 

IRON CACODYLATE . 10. 

LIVER (10 U.S.P. UNITS 

PER CC) . o.; 

Phenoi (As preservative) 0.5% 

VIALS OF 10 cc 


Improved 


Formula 




NION CORPORATION los angeles 38, california 

JOAQUIN BELENDEZ SOLA, INC. 

PO BOX 1 188, SAN JUAN, PUERTO RICO 
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confidence... 


Supenor in sterility— 

Easy to measure— 

Meticulous qualiry 

a dry, stable powder 

almost ¡nstantly soluble 

control at every stage 


/ 

of manufacture 








For more than forty years, 
milk and Dextri-Maltose 
formulas have been used by 
physicians everywhere with 
consistently good results. 

No other carbohydrate 
used in infant feeding has 
a comparable record of 
medical acceptance and 
clmical effectiveness. 


Dextri-Maltose No. 1, fot 
routine infant feeding, is the 
basic Dextri-Maltose product. 
Dextri-Maltose No. 2, 
especially for premature 
infants, contams 50 mg. 
ascorbic acid per ounce. 
Dextri-Maltose No. 3, to aid in 
counteracting constipation, 
contains 3% potassium 
bicarbonate. 

A formula supplying 20 calories 
per fluid ounce is easily 
prepared with 1 part 
evaporated milk and 2 parts 
water, plus 1 tablespoon 
Dextri-Maltose to each 
5 ounces. 



Dextri-Maltose 


MEAD JOHNSON & COMPANY 

Evanjv»4le 21, Ind., U.S.A. 


P. O. Box 3081 — San Juan, P. R. 
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ratient-Doclor Cooperalion 
When Calcium Thcrapy is Prescribed 


Mental anxiety, when induccd by aversión 
to prescribed therapy, adds to the patient's 
physical distress. Objection to calcium 
may be overeóme by substituting dosage 
in more agreeable form. CALCICAPS... 
an easy-to-swallow, capsule-shaped 
tablet... provide suitablc supplement for 
young or oíd, where diagnosis reveáis a 
deficiency in calcium and phosphorus. 


Calciwafers are a pleasant tasting 

wafer containing double the poteney of 
CALCICAPS. 


Calcicaps with Iron are especially 

suitable in pregnaney, when the need for 
calcium, phosphorus and iron increases. 


Calcicaps, Calciwafers and 

Calcicaps with Iron contain an ade- 

quate amount of VITAMIN D essential 
for calcium absorption. 


CALCIWAFERS Each wafer contains: 
Dicalcium Phosphate 580 mg. 

Calcium Gluconate 380 mg. 

Vitamin D 750 USP Units 

Boxcs of 50 and 250 
CALCICAPS Each Calcicap contains; 
Dicalcium Phosphate 290 mg. 

Calcium Gluconate 190 mg. 

Vitamin D 375 USP Units 

Bóteles of 100 and 500 


Eoch Calcicop Contains: 

Dicalcium phosphate .. 290 mg. 

CALCIUM GLUCONATE.. ... 190 mg. 

VITAMIN D (Irr. Yeast). .375 USP Units 


MIO N «i 

LO5 ANGELES • CALIFORNIA « 


CALCICAPS with IRON Each Calcicap with 
Iron contains: 


Dicalcium Phosphate 
Calcium Gluconate 
Ferrous Gluconate 
Vitamin D 


290 mg. 

190 mg. 

64 mg. 

375 USP Units 


Bottlcs of 100 and 500 


Los Angeles, California 


JOAQUIN BELENDEZ SOLA, INC. 
P. O. Box 1188 — San Juan, P. R. 













AMPLIO CONTENIDO DE PROTEINA • REDUCIDO NIVEL DE 
GRASA • FACIL DIGESTIBILIDAD • MODERADO CONTENIDO 
DE CARBOHIDRATO • FLEXIBILIDAD DE LAS FORMULAS • 
SUFICIENTES VITAMINAS Y MINERALES • UNIFORMIDAD • 
SEGURIDAD BACTERIOLOGICA • FACILIDAD EN SU PREPA¬ 
RACION • ECONOMIA • NUNCA HAY DESPERDICIO 


E L Alimento Infantil DRYCO com¬ 
pensa las deficiencias cualitativas 
de la leche de vaca. DRYCO provee 
abundantes cantidades de elementos 
nutritivos esenciales que los bebés 
necesitan para desarrollar cuerpos 
fuertes y saludables. Los excelentes 
resultados que ha obtenido DRYCO 
en la alimentación infantil a través de 
los años le han valido para merecer 
la preferencia universal. 


DRYCO es siempre una leche 
pura, segura y nutritiva, siempre uni¬ 
forme en calidad. Todas y cada una 
de sus latas especialmente envasadas 
contienen las mismas maravillosas 
ventajas que han hecho de DRYCO 
el alimento infantil ideal. 

DRYCO es el preferido de los 
médicos y las madres . . . por su 
nutrición, conveniencia y economía 
reconocidas! 



| THE BORDEN FOOD PRODUCTS COMPANY 
| 350 Madison Avenue 
| New York 17, N. Y., E.U.A. 

I Señores: 

Sírvanse enviarme a su más pronta conveniencia: 

□ El folleto "Datos y Fórmulas" con informes profesionales sobre el 
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H E X A M I N 

S temr 

¡s found SATISFACTORILY EFFECTUAL ¡n the 

management of 

ESSENTIAL HYPERTENSION 

Each tablet provides: 


MANNITOL HEXANITRATE _ 35 mg. 

Vasodilator of choice, gradually lowering the pressure 
30-40 mm., lasting 4-6 hours. 

SODIUM NITRITE _ 15 mg. 

for relaxation of small blood vessels. 

RUTIN _ 20 mg. 

to increase resistance of capillary walls. 

AMINOPHYLLINE _100 mg. 

as a diuretic in cardiac and nephrotic edema. 

PHENOBARBITAL _ 10 mg. 

mild dosage, to help allay anxiety and decrease tensión. 

HEXAMIN, a rational combination of useful drugs, produces 
safe, gradual and longer lasting lowering of blood pressure. 

Bottles of 50 and 100 tablets 
Physicians’ Samples and Literature on request. 


Exclusive Distributors: 
JOAQUIN BELENDEZ-SOLA INC. 

P. O. Box 1188 Tel. 3-5010 

San Juan, Puerto Rico 









Now-... a totally new nonbarbiturate hypnotic-sedative! 




(glutethimide CIBA) 
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In most cases— 



Rapid onset—15-20 minutes 
Lasts 4-8 hours 
No hangover 


Dosage: 0.25 to 0.5 Gm. before bedtime. 
Scored 0.25- and 0.5-Gm. tablets. 


C IBA Summit, N. J. 

*. . í. i- ■« ¿ f * * * U* ■ 


2/2075M 











Salicylates and cortisone have cotn- 
plementary action when combined ... 


Smaller doses of each are sufficient to 
produce a therapeutic response equiv- 
alent to massive cortisone therapy. 
With smaller doses, side effects are 
absent, thus permitting SALCORT 
therapy over a prolonged period. 
THERE ARE NO WITHDRAWAL 
PROBLEMS WITH SALCORT. 

Salcort provides safe, dependable re- 
lief in arthritic affections. Early func¬ 
ional improvement and a sense of well 
being are significant in a large per- 
centage of patients. 

Each tablet contains: 

Cortisone Acétate .2.5 mg. 

Sodium Salicylate .0.3 Gm. 

Aluminum Hydroxide Gel, dried.0.12 Gm. 

Calcium Ascorbate . 60 mg. 

(equivalent to 50 mg. ascorbic acid) 

Calcium Carbonate . 60 mg. 

professional literature and sample 
available on request 

THE S. E. MASSENGILL COMPAHY 

BRISTOL, TENNESSEE 


Distribuidores: COMERCIAL GODEL - Calle Europa 802 
Tel. 3-1061 - Santurce, P. R. 

P. O. Box 1081 - San Juan, P. R. 













































Strict adherence to the same 
rigid processing Controls 
in all Camation evaporating plants 
assures absolute uniformity of 
every single drop of Carnation Milk. 


Camation 



protects your recommendation 



warrants your specification 
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true choleretic action 


i 


WHAT IT IS 


Gallogen is a true choleretic, not a bile salt. It is the synthetic active 
ingredient of the ancient drug Cúrcuma. Chemically it is the dietha- 
nolamine salt of the mono-d-camphoric acid ester of p-tolylmethyl 
carbinol. 


WHAT IT DOES 

Gallogen acts directly en the hepatic cells--quickly and positively. 
A marked increase in the formation of bile by the liver follows its ad- 
ministration. This is natural, whole bile in volume and composition. 
Administered to patients with normal liver functions and patients with 
various liver impairments, Gallogen produces a choleresis in proportion 
to the functional capacity of the liver. This choleresis is prompt and 
lasting, the flow beginning in about one hour and lasting one hour or 
more after the onset. 


WHAT IT’S FOR 

Gallogen is indicated whenever it is desirable to increase the flow of 
bile, encourage activity of the gallbladder and promote normal function 
of the biliary system. Gallogen is therapeutically effective in biliary 
dyspepsia, chronic cholecystitis, nonobstructive cholangitis, biliary dys- 
kinesia, biliary stasis, pre- and postoperative conditions where the flow 
of bile is sluggish. 

Gallogen is a useful adjunct in cholecystectomized patients and in 
conditions characterized by incomplete digestión of fats and carbo- 
hydrates, and lack of intestinal motility. 

In X-ray visualization, Gallogen facilitates cholecystography by stim- 
ulating secretion of whole bile. 


G a I logen 


Gallogen has a long record of clinical safety. It is nontoxic in thera- 
peutic doses. Gallogen is not habit-forming and may be administered 
over long periods of time without developing a tolerance to the drug 

\ 

Contraindicated in acute biliary conditions, common duct obstruc 
tions, acute hepatitis or marked cholangitis. 



PROFESSIONAL LITERATURE AND SAMPLES AVAILABLE 
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DELICIOSO! \ 
NUTRITIVO! 
SALUDABLE! 


i quiere lo me jor 
pida la marca 



















Primera 

... en el campo de la 
investigación antibiótica 

Primera 

... en introducir un 
nuevo y superior antibiótico: 

ACROMICIN A 

TETRACICUNA 


Y, ahora, primera 

... en lanzar una forma intramuscular 
antibiótica nueva y superior í 


CLORHIDRATO DE 


I ' 


ACROMICINA 

' 

HCI DE TETRACICLINA CRISTALINA 

INTRAMUSCULAR 


Envases: frasco de 100 mg 
(a diluirse con, agua, para inyección, 
agregando 2cm 3 a cada frasco de 100 mg. 
Las soluciones se mantienen a la 
temperatura ambiente durante 24 horas). 


•Morco de fábrica 



Las primicias en materia de investigación antibiótica nrovienen de: 

IEDERIE LABORATORIES DIVISION, Cyanamld Inter-American Corporation, 49 West 49th Street, New York 20, N. Y 
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Bíolac... 

receta para nutrición 
infantil óptima 


Bíolac es la receta ideal para la alimentación infantil porque 
satisface completamente las necesidades alimenticias de la infancia. Creado 
de acuerdo con los principios establecidos de la nutrición infantil, Bíolac 
proporciona las ventajas nutritivas y digestivas de la leche materna. 


Bíolac suministra un contenido suficiente de proteína y un 
reducido nivel de grasa. Ha sido enriquecido con vitaminas y hierro. 
Contiene una cantidad adecuada de carbohidrato en forma de azúcar 
natural de leche. Su alto contenido de proteína asegura una 
ingestión suficiente de aminoácidos, indispensables 
para el crecimiento. Y con su reducido nivel graso y su 
suave cuajada, Bíolac facilita la mejor digestión. 

Al recetar Bíolac, no hay ingredientes extras que 
calcular en su fórmula. Sólo hay que agregar la 
cantidad de agua requerida, porque Bíolac en sí 
contiene los ingredientes esenciales que proporcionan 
la nutrición infantil óptima. 



Bíolac-una fórmula infantil completa que verdaderamente merece su recomendación 

v-il Reg. S. S. A. No. 21009 “A" P-1354/53 

Distribuidores para Puerto Rico: 

PLAZA PROVISION COMPANY, Fortaleza 104, San Juan, P. R. 





La dosis pequeña requerida significa 

una gran economía en el tratamiento y 

garantiza ausencia de efectos secundarios. 


El ap acthar Gel administrado por vía subcutánea o 
intramuscular proporciona un alivio rápido, aun de ios 
dolores más severos, especialmente en los estados agu- 
dos de la Bursitis y Tendinitis. 

Al revés de las infiltraciones con procaína o narcóticos 
el ap acthar Gel no se limita simplemente a amortiguar 
el dolor sino contrarresta efectivamente la reacción 
inflamatoria, así como la hinchazón y edema concomi¬ 
tantes. Hasta los depósitos de calcio pueden desaparecer 
con su administración.f 

tSteínberg. C. L, and RoodenDurg, A. L: J.A.M.A. 149:1458. 195?. 


THE ARMOUR LABORATORIES 

CHICAGO II. ILLINOIS. E.U.A. 
DIVISION DE ARMOUR ANO COMPANY 


«ALTAMENTE PURIFICADO (EN GELATINA/ 

ACTHAR ® ES LA MARCA QUE OISTINGUE A LA HORMONA AORENOCORTICOTROPA 
iCORTICOTROPINA, ACTHJ OE ARMOUR. 


Distribuidores: LUIS GARRATON, INC. 

Fortaleza 352 - Tel. 3-1593 - Apartado 2984 - San Juan, P. R, 




CALADRYL 

LOCION Y CREMA 
DE CALAMINA Y BENADRYL, 


El Caladryl proporciona el tan deseado 
alivio del prurito, ardor y otras molestias pro¬ 
ducidas por las quemaduras de sol, sudamina, 
y erupciones debidas a pañales húmedos o 
cosméticos, picaduras de insectos y varicela. 
Por contener uno por ciento de Benadryl, 
ejerce una acción antihistamínica y antipru- 
rítica excepcionalmente eficaz. El excipiente de 
calamina, el alcanfor y la glicerina que con¬ 
tiene el Caladryl proporcionan una acción 
calmante. 

El Caladryl, en forma de loción, se suministra en 
frascos de 180 cm. J Se mantiene en estado de suspen¬ 
sión por dias—vuelve fácilmente al estado de 
suspensión con sólo agitar ligeramente. 


La Crema de Caladryl se suministra en tubos de 
42 Gm. Tiene un excipiente acuomiscible—puede 
ser aplicada y removida fácilmente. 
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ANTIBIOTICO DE ELECCION CON 
AMPLIA APLICACION ANTIBACTERIANA 


STECLIN 


Clorhidrato de Tetraciclina Squibb 


STECL1IS es el más nuevo 
antibiótico de amplia aplica¬ 
ción antibacteriana. 


• Menos efectos secundarios, 
mejor tolerado que la oxitetra- 
ciclina o la clortetraciclina. 

• Mayor estabilidad en el suero 
sanguíneo. 

• Distribución eficiente en los 
tejidos y humores orgánicos. 

• 1 

j 



Cápsulas <le 50, 
100 y 250 
Frascos de 


16. 


la oxitetraciclina y de la clortetra- 
ciclina. A menudo, es superior a 
sus análogos porque se alcanzan 
niveles sanguíneos terapéuticos 
con menos efectos secundarios 
gastrointestinales. 

Como sucede con todos los anti¬ 
bióticos. de aplicación amplia, 
puede presentarse un crecimiento 
excesivo de gérmenes no suscepti¬ 
bles, especialmente de monilia. 
’STECUN' es una marca de fábrica. 







Pentresamide Tablets combine the 
three most soluble, least toxic systemic 
sulfonamides with potassium penicillin 
G. This triple sulfonamide + penicillin 
oral preparation has (1) a wide antibac¬ 
terial range, (2) synergistic action, (3) 
convenient dosage form. The dangers oí 
bacterial resistance and renal toxicity 
are greatly reduced with Pentresamide. 


Pentresamide is highly eft'ective 
against susceptible infections. Even one 
dose has produced striking therapeutic 
results in pneumonía 1 . 

The ease of oral administration makes 
Pentresamide especially suitable for 
children. 

Rx. Pentresamide is supplied in bottles of 
20 and 60 tablets. Dosage schedule on request. 
1. Volmer, H., et al., New YorkStateJ.Med.50:2293,1950. 


TRIPLE SULFONAMIDES WITH PENICILLIN 


PENTRESAMIDE 


Two convenient prescription forms: 




'íOO' • P 

100,000 units 
0.1 Gm. 

0.2 Gm. 

0.2 Gm. 


ENTRES AMIDE • '250' 

Potassium penicillin G 250,000 units 
Sulfamerazine 0.1 Gm. 

Sulfadiazine 0.2 Gm. 

Sulfamethazine 0.2 Gm. 



conten t 
per 
tablet 








• Stable solution of two calcium salts with vitamin C. 
• Equivalent in calcium content to 10% calcium gluconate. 

• Clear, transparent, pyrogen free. 

• Non-toxic, non-irritating. 

• Supplied in 10 cc. ampoules in 
boxes of 6 and 25. 


Calcium Salts 

and 

Ascorbic Acid 


10 % 


Each lOcc. contoins: 

Calcium Cluconate. 0.5 Gm. 

Calcium Glucoheptonate. . . 0.62 Gm. 

Ascorbic Acid. 1.0 Gm. 

Sodium Hydrosulfite. 0.01 Gm. 

Water for Injection.q.s. 


Glucalbott C 

TPAOE MARK 

(Cn Icium-Gluconate-Glucohcptona te 
and Ascorbic A cid, Abbott) 


Abbott Laboratories Puerto Rico Inc. 


Cayey St., Córner William Jones • Santurc® 
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Acetazolamida LEDERLE 


Un nuevo diurético oral . . . 

No es mercurial ni derivado de xantina 

El DIAMOX, ampliamente probado y comprobado ya 
en clínicas y laboratorios, es un nuevo producto que 
se indica para el régimen del edema de pacientes cardíacos 

Administrado todas las mañanas, redunda en una 

copiosa diuresis que dura de 6 a 12 horas 

(sin interrumpir el descanso nocturno del paciente). 

El DIAMOX no es un irritante gastrointestinal ni renal. 

El DIAMOX no produce efecto tóxico cumulativo, 
ni cuando se lo administra, como se 
recomienda, durante un período indefinido. 

Viene en tabletas ranuradas de 250mg para uso oral 


... un timbre de honor 


'Marca regltfrado 


LEDERLE LABORATORIES DIVISION 

CYANAMID INTER-AMERICAN CORPORATION 

49 WEST 49TH STREET, NEW YORK 20, N. Y, 
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TRANSANAL ILEOSTOMY* 

A. S. | CAS ANOVA DIAZ, M.D., F.A.C.S.** 
San Juan, Puerto Rico 


The diversión of the fecal stream with formation of an arti¬ 
ficial anus is a problem frequently met with by the surgeon. When 
the terminal bowel is a portion of the colon, the solution is fairly 
simple, usually well accepted by the patient, and easily handled 
by the average surgeon. But when the terminal bowel is the ileum, 
then the problem becomes extremely serious. A 11 ileostomy is not 
easily accepted ñor tolerated by the patient, is frequently followed 
by many complications, and is the source of many worries for the 
surgeon. The comfort of the patient is interfered with and, at 
least, some of his outdoor activities are necessarily limited. 

The formation of the usual abdominal ileostomy requires the 
constant use of a bag to collect the unrestrained, uncontrollable 
evacuations. To this, the average patient gets adapted reasonably 
well, and, in fact, he or she is mentally prepared to accept it 
willingly before actually undergoing the surgical procedure, pro- 
vided his or her disease has been the source of great physical 
sufferíngs, as is usually the case with patients having complicated 
chronic ulcerative colitis. To other patients, though, whose pre- 
operative condition has not been as precarious, the thought of an 
abdominal ileostomy with its associated ileostomy bag and dis¬ 
comforts, is not so attractive. And it would be much less at- 
tractive if the patient were in a position to know of the relative 
frequency of complications associated with such surgical pro¬ 
cedure. 

Among the more frequent and important complications of 
an abdominal ileostomy, we have the following:'’ 

1) Prolapse of the stump; 2) retraction of the stump; 3) gan- 
grene of the stump; 4) strictures with varying degrees of ob- 


* Paper read at the Local Chapter Meeting of the American College of Sur- 
geons, at San Juan, Puerto Rico, on February, 1955. 

** Associate Attending Surgeon, San Juan City Hospital; Assistant Clinieal 
Professor of Surgery, University of Puerto Rico Medical School, 
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struction; 5) perforations with resulting peritonitis, abscess, and/ 
or fístula; 6) hemorrhage; 7) acute electrolyte imbalance; 8) nu- 
tritional disturbances; 9) skin irritation, excoriations, and ulce- 
rations; and, 10) abdominal cramps. 

With a better knowledge of intestinal physiology and nutri- 
tional requirements, improvements in anesthesia and in pre-and 
post-operative care, as well as in surgical technique, these compli- 
cations have been gradually conquered to a satisfactory degree. 

Prolapse of the stump is avoided quite well by fixation of 
the mesoileum to the parietal peritoneum, 1 care being taken not 
to encroach upon the circulation of the stump. If the circulation 
is interfered with, either by the fixation sutures, or during the 
mobilization of the portion of ileum to be exteriorized, then, prompt 
failure of the surgical procedure is inevitable because gangrene 
of the stump will follow, and will render another operation un- 
avoidable. 

Retraction is prevented by having a long viable stump pro- 
jecting above the skin level. The stump, to start with, should 
be at least 2 or 3 inches long. It is better to have it too long 
than too short. If too long, it can always be cut down to the 
desired length. But a short stump is very annoying, and may 
precipítate the failure of the surgical procedure. The adaptation 
of a bag would be inefficient, and there would be leakage about 
it, with consequent skin excoriation and ulceration. If the re¬ 
traction is too below the skin level, then peritonitis, wall abscesses 
or fistulae will follow. 

To correct retraction and its associated complications, there 
is only one way: the formation of a new ileostomy, either at the 
same size as the previous one, or at a new site, depending on the 
local skin conditions. 

Strictures may be due to varíous causes, most of which are 
the result of faulty surgical technique. The peritoneum, fascia or 
skin may have been closed too tight about the ileum; or the line 
of división of the ileum may have been through diseased bowei 
which eventually becomes too narrow for proper function; or the 
intestine may have been exteriorized with a severe twist. But, 
even avoiding these pitfalls, a stricture may be formed, and its 
control will require a careful follow up of the case, with dilata- 
tions of the stcma as frequently as may be necessary. 

In cases of acute obstruction, the introduction of a smail 
catheter into the ileum followed by careful irrigations, may be 
quite helpful. If these conservative measures fail, a revisión of 
the ileostomy will be unavoidable. 

Perforations are likely to be due to one of several causes: 
1) residual disease in the ileum; 2) a suture which has been taken 
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through the bowel wall itself; 3) pressure from an indwelling rectal 
tube or catheter; or 4) interference with circulaticn of the bowel, 
with resulting focal gangrene. Increased intraluminal pressure 
from distal obstruction will basten the perforation. 

The perforation may be within the peritoneal cavity, with 
consequent peritonitis; or, within the abdominal wall, with conse- 
quent abdominal wall abscess and, eventually, the fcrmation of a 
fístula; or, in the portion of the ileum projecting out from the skin. 
In the latter event, an “exteriorized” fístula will form, which 
will require revisión of the ileostomy if the distance from the skin 
to the fístula is too short for a satisfactory application of the 
ileostomy bag after amputation of the stump at the level of the 
fístula. Suturing that type of perforation is practically always 
a waste of time because it usually recurs. 

Of course, urgent surgical intervention is required for per- 
íorations within the peritoneal cavity or the abdominal wall. 

Hemorrhage from the ileum may be due to residual disease 
in the retained intestine, to trauma from an indwelling tube, or to 
nutritional deficiency (mainly vitamin deficiency). A diseased 
intestinal mucosa will not tolérate the constant evacuations which 
are asscciated with an ileostomy, at least during the early post- 
operative period. 

To prevent bleeding, all the diseased ileum should be removed 
(the line of resection of the ileum should be well within normal 
bowel); the indwelling tube should be handled with gentleness, 
íts position changed frequently, and it should not be left in place 
any lcnger than necessary; and, nutritional deficiencies should 
be promptly corrected. 

Once massive bleeding occurs, and fails to respond to con- 
servative measures, then surgical intervention is required, with 
resection of more ileum. 

Acute electrolyte and water imbalance is a very serious com- 
plication which occurs mainly during the immediate post-operative 
period. The patient may die so quickly from it, that the surgeon 
cannot afford to waste any time at all while preventing and ccrrect- 
ing this imbalance. Accurate measure of the ileostomy and the 
urinary outputs is essential. The fixation of a narrow rectal tube 
or catheter into the ileal stump during the first several post- 
cperative days, is not only a great help in keeping tract of the 
ileal output, but also it seems to, in some way, reduce the eva- 
cuation activity of the ileum, and, thus, reduce the amount of 
electrolytes and water lost. Besides, it helps to keep the skin and 
wound clean and free from irritation during the first days. 

The general appearance of the patient, the relative moisture 
or dryness of the skin and mucous membranes, the turgidity of 
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the subcutaneous tissues, the ability and desire of the patient to 
move about and be active, the direction and abruptness of the 
weight curve, and the use of laboratory tests (sodium, potas- 
shim, chlorides, C0 2 combining power, red blood cells, and hema- 
tocrit determinations) help the physician to evalúate the true 
clectrolytic state of the patient, and to determine which electro- 
lytes, and how much of them, to give orally and parenterally. One 
must always remember that the sodium and potassium loss may 
be quite considerable. 

Even with an apparently good electrolyte and water balance, 
the ileostomy patient may be a serious nutritional problem. He 
may fail to gain weight because of an inadequate absorption of 
food elements. The predigested protein producís (protein hydro- 
lysates) are a great help, given preferably by mouth, but, if neces- 
sary, by vein. A balanced, high caloric, high protein, low residue 
diet, well tolerated by the patient may be quiet difficult to arrive 
at. 

The skin irritation and excoriation has been one of the worse 
problems to solve in the management of ileostomy patients. It 
is easier to prevent than to treat. Once it occurs, it may be quite 
discouraging to both patient and surgeon. Fortunately, the im- 
provements in the preparation and application of ileostomy bags, 
and the easy availability of pharmaceutical preparations to protect 
the skin, have solved this problem to a great extent. 

During the first 4 to 8 post-operative days, the presence of 
a well functioning ileostomy tube (inserted too well within the in- 
traperitoneal segment of bowel) keeps the skin dry and clean. 
After that, the skin protection will depend on a well fitted bag, 
and on protective substances applied to the skin. Among the 
bags, there are provisional bags to be worn during the early post- 
operative period (such as the travellor bag), and permanent bags 
(Koenig-Rutzen; Torbot; Gerson-Jonas). Among the protective 
skin preparations we may mention 10% aluminum paste, kaolin- 
cod liver oil, zinc oxide ointment, zinc stearate powder, and covi- 
cone cream. The use of compound tincture of benzoin as a base 
layer before the application of any of the above preparations is 
quite helpful and should not be forgotten. 

Abdominal cramps due to active peristalsis (not associated 
with a definite obstruction) may be quite bothersome during the 
first few weeks after the operation, but they usually subside re- 
gardless of the therapy used. Tincture of belladonna, paregoric, 
and anticholinergic drugs such as banthine, pro-banthine, wyovin 
and antrenyl, are helpful to a certain extent, but, not infrequently, 
demerol, or similar potent narcotics, may be required, though 
they should be used judiciously. 
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From all this discussion, we can truthfully conclude that 
ileostomy is an undesirabie surgical procedure which should be 
resorted to only when really indicated, even though with the mo¬ 
dera advances in medicine, a permanent ileostomy is not as trouble- 
some as it used to be. Fortunately, the indications for a permanent 
ileostomy are few. Among these, the outstanding ones are: 1) 
Chronic ulcerative colitis, and 2) diffuse polyposis of the entire 
colon. Other conditions which may require ileostomy are: 1) múl¬ 
tiple carcinomas of the colon and rectum, and 2) megacolon in- 
volving the whole colon. 

We accept the first three of these four conditions as “bona- 
íide” indications for ileostomy, but, in the fourth, the megacolon, 
we would be very reluctant to recommend that type of operation. 
We believe that this condition can be corrected witiiout resorting 
to an ileostomy. 

We are not stating, either, that all cases of chronic ulcerative 
colitis, diffuse polyposis, and múltiple carcinomas of the colon 
and rectum require permanent ileostomy. We just want to say 
that, in some of these cases, ileostomy is definitely indicated, bul 
we do not want to enter into a discussion of the individual intn- 
cations for permanent ileostomy in each one of these diseases. 
Suífice it to say that we feel that, when a total colectomy is in¬ 
dicated in any of these conditions, and the rectum can be pre- 
served without endangering the life or well-being of the patient, 
an ileorectostomy is much preferred to any type of permanent 
ileostomy. But when the rectum is involved in the disease process 
to such an extent that it would be unwise to leave it in, then a 
permanent ileostomy should be mandatory. 

Now, we have stated that a permanent ileostomy is undesir- 
able, and, therefore, if we could accomplish a total removal of 
the colon and rectum and, yet, leave the patient free from the 
nuisance of an abdominal ileostomy, then something would have 
been accomplished. 

To that effect, several attempts have been made to anasto- 
mose the ileum to the anal canal, thus forming an ileoproctostomy, 
which, nevertheless, could be regarded as an ileostomy. Nessin 
(1933), and Wangensteen and Toon (1948), reported on such a pro¬ 
cedure, but it has been the work of Ravitch and Sabiston ,! who 
has given ímpetu to this form of treatment. 

Devine and Webb, 4 and Best, 1 - 2 have reported on modifications 
of the Ravitch procedure with variable degrees of success. 

We have perfcrmed three cases since 1952, using a somewhat 
modified Ravitch procedure which we like to cali “transanal sleeve 
ileostomy”.' 1 We start with the perineal (transanal) part of the 
operation, liberating several inches of rectal mucosa. Then we 
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change gowns, gloves, drapes, etc., and, proceed with the abdominal 
part through a long left paramedian incisión. 

After liberating the colon and part of the terminal ileum, 
with división of the latter between clamps, and after elevating the 
rectosigmoid and rectum from above, then we do a circumcision 
of the lower rectosigmoid down to the mucosal layer, separating 
the mucosa frcm the muscularis of the lower rectosigmoid and 
rectum to meet the line of mucosal dissection previously prepared 
during the perineal part of the operation, thus completely detaching 
the specimen to be removed. 

It should be mentioned now, that it is preferable to start the 
circumcision of the rectosigmoid either laterally or posteriorly. 
The anterior wall is much thinner than most surgeons realize, and, 
therefore, to avoid cutting through the mucosa, it is better to 
start working on the thicker parts of that segment of bowel. The 
mucosal dissection can then be accomplished with more ease. 

It should also be stated that in cases of chronic ulcerative 
colitis, no such thing as separation of the mucosa can be done be- 
cause the mucosa is at least partially, destroyed by the disease, 
and, furthermore, the inflammatory changes render the dissection 
impossible. We feel that in those cases, part of the muscular wall 
should be removed to insure the removal of the diseased mucosa. 

After the rectal “sheli” (or “muscle tube”) has been prepared, 
the divided end of the ileum, with a rectal tube tied into it, is 
ínserted into the muscular “shell” and pushed out through tha 
anus, where an assistant grabs it and pulís en it gently. At the 
same time, traction is exerted on the cut end of the rectal cuff 
so as to prevent its being intussuscepted, and, thus, shortened. 

The assistant pulís gently on the ileal end until, at least 1(4 
to 2 inchas of ileum project from the anus, which, of course, means 
íhat the terminal mesoileum has to be weil liberated to allow such 
mebilization of ileum wíthout endangering its circulation. 

During this manipulation, the surgeon is watching the ileum 
and sees how it falls in the pelvis, and is able to avoid any undue 
trac Ton or rotation. Then, the ileum is sutured to the rectal cuff, 
using, preferably, more than one row of sutures, and being care- 
ful to avoid penetration of the ileal mucosa with the sutures, as 
v/ell as any damage to the intrinsic circulation of the ileum. And, 
by having made sure that the “rectal cuff” has not been wrinkled 
or intussuscepted prior to the suturing, we aim to accomplish 
ene thing, namely, the prevention of undue retraction of the 
“pulled-thrcugh” ileum. This retraction is further prevented by 
cuturing the prolapsed portion of ileum to the anal skin with a 
lew sutures, after the abdominal part of the operation has been 
completed. 


Vol. 47 No. 4 


Casanova-Díaz : Transanal Ileostomy 135 


In one of our three cases we added something el se to the 
procedure. The seromuscular layer of the segment of ileum which 
was inserted into the rectal “shell” was incised down to the mu¬ 
cosa, both longitudinally at the antimesenteric border, and cir- 
cularly at different levels (but avoiding the blood vessels). This 
we did with the idea in mind that, by cutting down on the peris- 
taltic activity of that segment of ileum, we could cut down on the 
number of bowel movements during the immediate post-operative 
period, and accelerate the adaptation of that segment of bowel 
to its new function as a substitute for the rectum. And, may be 
it is a coincidence, but the patient on whom we did that (E.A.C.), 
has, at the present time, the best functional results of the three, 
even though she developed some “intrarectal” infection during 
her early convalescence. Now she has 2 or 3 bowel movements 
during the daytime, and may be one at night. Continenee, as in 
all three of them, is períect. 

In our short series of cases, we have eneountered the follow- 
íng complications: 1. crampy abdominal pains. These were fairly 
severe in the first case operated on, practically totally absent in 
the second, and moderately severe in the last case. They lasted, 
off and on, for about two weeks. They did not respond too well to 
the usual antiperistaltic depressants (atropine, banthine, wyovin, 
etc.), and, when severe, required the use of narcotics (paregoric, 
demerol). 

2. Frequent bowel movements. This is to be expected in all 
ileostomy cases, abdominal or otherwise, and may range from 10 
to over 20 in 24 hours, during the immediate post-operative period. 
In our cases, the number of movements were considerably reduced 
in from a few days to a few weeks post-operatively, and they 
have continued to show a decided tendency to a Progressive though 
slow reduction as time goes by. It is expected that, eventually, 
they w:ll be reduced to from three to five or six movements 
per day. 

In our second case, the girl of 13 on whom we tried the longi¬ 
tudinal and múltiple circular incisions of the seromuscular coats 
of the ileum, we had a different course of events as far as the 
frequency of bowel movements is concerned. She had only 3 or 
4 movements daily for the first 10 to 14 days postoperatively.... 
and had normal sphincteric control even that early. Unfortunately, 
Ihe mobilized terminal ileum, which had been slightly too short, 
JU3 : ; barely reaching the outer border of the anus, retracted a 
little above the desired level, causing a separation between the in¬ 
trarectal ileum and the posterior rectal wall. Consequently, a dead 
space resulted, followed by infection, which nevertheless, did not 
extend beyond the intrarectal space itself, but caused a transanal 
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irritating discharge which lasted for several weeks, producing 
perianal skin irritation. 

3. Perianal skin irritaion. With frequent bowel movements, 
and especially of ileal contents, at least some skin irritation is 
lo be expected during the early post-operative period. Our íirst 
case had very little. The second, the one already described, had 
the most. She even developed papillary thickenings of the peri¬ 
anal skin, and had modérate burning and itching. However, as 
soon as the local intrarectal infection subsided, all anal symptoms 
disappeared—no more pruritus, burning ñor discomfort. The pa¬ 
pillary skin thickenings, though, have persisted. 

The third and last case had some irritation, but it was never 
severe. 

In all these cases we have attempted to prevent and control 
the skin irritation with the use of different substances to protect 
the skin, as well as by avoiding any type of local rubbing or scratch- 
ing. Instead of wiping the anus after each bowel movement, we 
have recommended washing it with water (or a sitz bath) and 
gently drying the area afterwards. We have aimed to keep that 
area as dry as possible. 

The substances which we have used to protect the skin are: 
compound tincture of benzoin, aluminum paste, zinc stereate pow- 
der, and covicone cream, usually a combination of at least two 
of these. 

4. Electrolyte imbalance. We ran into this complication in 
our last case, a case of chronic ulcerative colitis with intractable 
hemorrhagic diarrhea, who was in a very poor physical condition 
to start with. She had very little reserve, and it was not surprising 
that she did have some electrolyte disturbance. Fortunately, she 
responded quickly to parenteral and oral feedings. 

5. Infection. Our second case developed an intrarectal in¬ 
fection, which we have already discussed. 

As to the functional and general results in our three cases, 
we are highly satisfied. All three cases are in good physical con- 
d ilion and have no complaints reíerab’e to the i > o T > e, ra f ion. Tho 
three of them have perfect sphincter control withcut any invol- 
untary leakage whatsoever. They eat a normal diet, avoiding, oí 
course, any particular food which will tend to give them diarrhea. 
They gained weight after the operation, and have maintained that 
weight since. They are back to work, and are able to particípate 
in the normal activities of people of their age. 

F. A. C., white male, 27 years oíd, referred to us with diag¬ 
nosis of bleeding hemorrhoids. He had had blood mixed with stools, 
together with some mucus, for 6 months. Stools were usually soft 
and had increased in frequency írom 2 or 3 per day to 5 per day. 
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Digital rectal examination revealed the presence of multiple small 
polyps in the rectum. On sigmoidoscopic, it was found that both the 
rectum and rectosigmoid were full with small polyps. Barium enema 
snowed the process to involve the whole colon. 

A íamily survey revealed that the father had “suffered from 
polyps,” and had had a colectomy with ileorectosigmoidostomy done 
in three stages. He had done well after that. 

The patients’s two sisters and three brothers were examined, 
and all of them were found to have polyposis. 

The patient was admitted to the Presbyterian Hospital, and 
on 4-3-52, a one stage total colectomy with transanal ileostomy 
(“transanal sleeve ileostomy”) was performed. He had a satis- 
factory post-operative course. The general state of health was 
excellent all the time, and the patient gained weight progressively. 
Yet, he was troubled by occasional crampy abdominal pains, fre- 
quent bowel movements, and perianal irritation. The latter was 
alleviated with 10% aluminum paste. It was never severe. The 
crampy abdominal pains were nct frequent, and subsided in a few 
wesks. 

The patient has been íollowed closely since his discharge from 
the hospital. He has been comfortable all the time. The perianal 
irritation subsided completely, and the frequency of bowel move¬ 
ments have decreased. Anal continence has been excellent all the 
time. 

On his last office visit (2-5-54), almost 2 years after the 
Gperation, he was in perfect general health, with good appetite, 
ncrmal weight, and no complaints. Bowels move 3 to 6 times in 
24 hours. No anal irritation. Perfect sphincter control. No blood 
in stools. No abdominal discomfort. In short he behaves as a 
normal, healthy young male. 

E. A. C., 13 years oíd white girl, youngest sister of the above 
discussed patient. She had no gastrointestinal complaints, but on 
physical, proctosigmoidoscopic and radiological examinations, was 
found to have polyposis, with extensive involvement of the rectal 
mucosa. 

She was admitted to the San Juan City Hospital, and on 6-27- 
62, a transanal sleeve ileostomy procedure was performed. The 
“pulled through” terminal ileum was previously incised down to 
the mucosa, longitudinally at the antimesenteric bcrder, and cir- 
cularly at various levels in an attempt to reduce the number 
of bowel movements, as has been discussed elsewhere in this paper. 

For the first 10 to 14 days post-operatively, the results were 
surprisingly good. She had only 3 or 4 bowel movements daily, 
and had normal sphincter control. Unfortunately, an abscess 
developed within the “rectal shell”, apparently due to a slight 
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retraction of the ileum, which hacl been a little too short to start 
with. 

As a result oí' the infection, the patient had, for several weeks, 
a frequent transanal discharge, aside from the bowel movements. 
Pruritic perianal irritation followed, with eventual development 
of fíat papillary skin growths, of the condyloma accuminata type, 
at the anal margins. 

When the intrarectal infection subsided, the perianal irrita¬ 
tion disappeared, though the papillomata have remained. 

On her last office visit, (2-8-54), 20 months after the ope- 
ration, she was in excellent health, with no complaints whatso- 
ever. She had good appetite; had no abdominal ñor anal discom¬ 
fort ; had 2 to 4 bowel movements per day; had no blood or mucus 
>n Ihe stools; and had normal sphincter íunction. 

C. G. H., 22 years oíd, white, female, referred to us for sur- 
gica! treatment, with diagnosis of intractable chronic ulcerative 
colitis, with massive bleeding and secondary polyposis. Adequate 
medical treatment had failed to control the disease. Besides, pseudo- 
polyposis was demonstrable on X-rays. 

The patient was emaciated, weighing 60 Ibs. She was pre¬ 
pared with transfusions, parenteral infusions, vitamins, antibiotics, 
etc., and on 2-5-53, a one stage transanal sleeve ileostomy was 
performed at the Doctor’s Hospital. The dissection of the rectal 
mucosa was difficult, and, definitely, incomplete. 

The convalescence was slow. The patient was bothered by 
moderately severe abdominal cramps, frequent bowel movements, 
and perianal irritation. Besides, she went into an electrolyte im¬ 
balance from which she recovered quickly under parenteral and 
oral medications. 

On discharge from the hospital, she weighed 73 lbs., but felt 
fairly well. The abdominal cramps had subsided, and the perianal 
skin irritation was very slight. However, she was still having 
many small bowel movements per day, as much as 20, or more. 

She has gradually improved since then, and, on her last office 
visit, on 2-19-54, she looked just like any normal ycung female. 
She is back at her work as office girl with the P. R. Telephone Co. 
Her weight has come up to 104 lbs., 44 lbs. over her weight at the 
lime of operation. She has normal sphincter function and hes 
no perianal skin irritation, but is still having many bowel move¬ 
ments per day (10 to 12 in 24 hours). She can hold back a move- 
ment for cióse to half an hour, after the initial desire, but if she 
tries to hold it any longer, then she has a slight leakage of liquid 
material. 

Rectal examination, on her last visit, showed a normal appear- 
ing anus, with excellent sphincter function. The terminal ileum 
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was felt implanted along the anterior wall of the rectal pouch. 
The latter has remained as a sepárate entity, because its mucosa 
was not completely removed, as we have previously stated. That 
is why we now advise the removal of part of the muscular wall, 
with whatever remaining mucosa there might be, in cases of 
chronic ulcerative colitis who are to have a transanal sleeve ileos¬ 
tomy performed. 


SUMMARY 

A brief discussion of the problems created by a permanent 
ileostomy has been presented. This surgical procedure is indicated 
in some cases of diffuse polyposis, chronic ulcerative colitis, múl¬ 
tiple carcinomas of the colon and rectum, and, possibly, in mega- 
colon involving the whole colon. 

The main complications of abdominal ileostomy are: Prolapse 
of the stump, retraction of the stump, gangrene of the stump, 
perforations with fístula formation, strictures, electrolyte im¬ 
balance, nutritional disturbances, skin irritation and ulcerations, 
and crampy abdominal pains. 

The use of ileoproctostomy in preference to abdominal ileos¬ 
tomy has been discussecl with the presentation of excellent re- 
sults in a series of three cases, two of diffuse familial polyposis 
and one of chronic ulcerative colitis. The technique used has been 
a mcdification of the Ravitch procedure. We like to cali this ope- 
ration “transanal sleeve ileostomy”. 

The complications that we have encountered in the three 
cases were discussed. They were: crampy abdominal pain, frequent 
bowel movements, perianal skin irritation, intrarectal infection, 
and electrolyte imbalance. 
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ANURIA* 


A ., DE JESUS, M.D.** 

A suelden sharp reduction in the amount of uriñe excreted calis 
for immediate consideration of its cause. Conditions, such as obs- 
truction of the posterior urethra and vesical neck or obstruction 
due to calculi or neoplasm are usually suspected from history, 
physical examination and catheterization. Inability to urinate 
may be due to neurologic disturbances, such as traumatic, inílam- 
matory or neoplastic myelitis, but the cause in such cases should 
be evident. The íinding of an overdistended bladder furnishes 
evidence that the anuria or oliguria is not due to inability of the 
kidneys to function properly. 

The conditions just mentioned cannot be considered strictly 
medical and therefore will not be considered here as anuria will 
be discussed when it is a medical problem. 

In order for the kidney to function properly certain major phy- 
siolcgic conditions must be fulfilled: 

1. The total volume of the circulating blood must be adequate. 

2. The rate and quantity of blood passing through the kidney 
must be adequate. 

3. Hydrostatic and colloid osmotic pressures must be adequate. 

4. The urinary tract must be íree of obstruction. 

5. The intrarenal, luminal and capsular osmotic pressures must 
be adequate. 

6. The glomeruli and tubules must be morphologically normal. 

Very seldom if ever, one encounters only one of these factors 
operating by itself in causing oliguria or anuria. Usually two or 
more factors interplay to bring about diminution or cessation of 
function. Therefore it seems futile to classify anuria in terms of 
derangement of a single physiological function. A number of 
medical conditions in which anuria may be encountered will be 
mentioned and the mechanism involved in their production dis¬ 
cussed. 

I. Shock: 

Whether shock is produced by peripheral circulatory collapse 
or by loss of blood volume makes no difference in so far as the 

* Presented at tilo Animal Meeting of the Puerto Rico Urological Association, 
July 23-24, 1954. 

** From the Departments of Medicine, San Juan City Hospital and School 
of Medicine, School of Tropical Medicine, University of Puerto Rico. 
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procluction of anuria is concerned. The sequence of events is as 
follows: First, there is a prolonged fall in blood pressure follow- 
ed by a reduction of blood voltime. The reduction of blood volume 
may be actual or relative; actual, from blood loss or extravasation 
of plasma or blood into tissues; relative in peripheral vascular 
collapse where the blood volume is small in relation to the size of 
the vascular bed. This causes a reduction in renal blood flow 
which in turn causes renal ischemia with damage of the tubules. 
During the collapse, the blood pressure is so low that ischemia 
results. Then the function of the glomeruli is altered, as evidenced 
by the presence of protein in the glomerular capsular space. In 
spite of this functional damage, histológica] changes of the tufts 
ot’ner than anemia of the glomeruli, are absent. Since the blood 
supply to the tubules is derived from the glomerular blood flow, 
the insufficient perfusión of the glomeruli leads to Progressive 
necrobiotic changes of the convoluted tubules. 

The tubular lesión is purely epithelial in character and, as in 
ali epithelial lesions, a complete recovery without scar formation 
is possible. On the other hand, when the glomeruli, which are 
derived from the mesenchyma, are involved, complete regenera¬ 
ron is much less probable, because scar formation and fibrous 
clegeneration of the glomeruli will result. Regeneration of the 
tubules starts after an average of 10 days. Thus in most cases of 
lower nephron nephrosis, spontaneous diuresis sets in after 10 
days and the seemingly fatally ill patients recover. 

It was thought that blocking of the tubules by necrotic ma¬ 
terial stopped the urinary flow. This explanation is, at best, only 
partially correct. It is much more probable that the damaged 
tubular walls loose their specific reabsortive power which is pre- 
sent in the normal tubule. In lower nephron nephrosis, the glome¬ 
ruli form an ultrafiltrate of the blood plasma in the normal way. 
During the passage through the damaged or necrotic tubules, all 
the glomerular fíltrate is absorbed because the tubular epithelium 
has been transformed into a nonspecific dialyzing membrane. The 
colloidal osmotic pressure of the circulating plasma proteins draws 
all the water present in the lumen of the necrotic tubules into 
ihe blood stream with resulting anuria. 

II. Dehvdration: 

The oliguria which accompanies severe dehydration is initially 
a physiologic response. A major function of the kid.ney is to main- 
tain fluid balance. In the presence of severe dehydration, the 
kidney becomes frugal with the scanty fluids available within 
the body. Extremely small amounts of uriñe of high specific 
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gravity are eiiminated by the normal kidney until fluids become 
available again. When water and electrolytes are lost because of 
severe diarrhea, excessive vomiting, profuse sweating, or a com- 
bination of these, and neither water ñor electrolyte is administered 
to replenish the losses, the following physiological factors will in- 
terplay to produce anuria: 

a. The circulating blood volume diminishes and becomes in- 
adequate for proper renal circulation. 

b. The osmotic pressure in blood increases thus diminishing 
the head of pressure between hydrostatic and osmotic pres¬ 
sure, an important factor in effective filtration pressure. 

c. The increased osmotic pressure of blood will stimulate the 
osmo-receptor which in turn will stimulate the pituitary 
to produce the antidiuretic hormone. 

d. The increased osmotic pressure of blood enhances tubular 
reabsorption. 

If dehydration goes unchecked the blood volume diminishes 
to the point at which the renal blood flow is compromised to such 
an extent that ischemia of the tubules will result. Damage indis- 
tinguishable from the one described under shock takes place, the 
anuria then becoming unresponsive to hydration and electrolyte 
replacement. At this stage the patient is suffering from a lower 
nephron nephrosis. 

III. Post-Opcrative Anuria: 

Post-operative anuria is of common occurrence. During surgical 
procedures, especially if the operation is extensive, the loss of 
blood, the injury of tissues, the prolonged anesthesia and the de- 
hydratation from sweating can cause severe hypotension and an¬ 
uria. Under conditions of hypotension and reduced renal blood 
flow, the effective filtration pressure is insufficient for elaboration 
of significant quantities of glomerular fíltrate. In the presence of 
hemoconcentration most of the fíltrate is reabsorbed by the renal 
tubular epithelium and anuria is the outcome. If this state of hypo¬ 
tension and dehydration is not corrected, the renal tubule will 
suffer from ischemia and the serious problem described under 
shock and dehydration will ensue. 

IV. Poisoning: 

In cases of anuria due to poisoning whether from heavy metáis 
or from other drugs such as the sulfonamides, the renal tubules 
undergo damage. As the glomerular fíltrate is concentrated in the 
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tubules the concentration of the noxious agent (metal or drug) 
reaches a level which will injure the tubular cell in a way histo- 
lcgically similar to that seen in shock. Moreover many of these 
patients either go into shock or have severe diarrhea or severe 
vomiting in addition. Thus the factors of collapse and dehydration 
causing ischemia as well as the direct damage of the tubule by 
the poison play an important role in the anuria as seen in these 
patients. 

V. Mismatched Transfusions: 

It has been stated en many occasions that the anuria conse- 
quent to transfusión reactions is due to plugging of the renal 
tubules by pigment casts. There is experimental evidence which 
tends to support this. Baker and Dodds injected rabbits with hemo- 
globin and its derivates. The pigment precipitated and blocked 
the renal tubules, the rabbits becoming anuric. There are scores 
of similar experiments in rats and dogs with similar results. When 
each of the experiments is repeated under controlled conditions 
(that is control of dehydration, shock, etc.) no anuria results. 
If animáis are acidotic, dehydrated, or tubules are injured by poi- 
soning, the pigments then are able to do the damage. Renal ische¬ 
mia also enhances the precipitation of pigment casts and anuria. 
Cannan and Redish have injected hemoglobin in dose of .64 grn/ 
kg. in man without adverse effeets. 

The evidence indicates that all the pigments tried (except for 
hematin) are innocuous in normal animáis with respect to both 
the systemic circulations and the kidneys. Acidification of the 
uriñe is not sufficient to cause protein precipitation, invariably, 
and when it does one may suspect the presence of one or more 
additional factors. Casts have been produced experimentally most 
eonsistently in rabbits, in which the sympathetic system is highly 
labile. Rabbits are known to be highly sensitive to psychogenic 
renal vasoconstriction. 

Anoxia is the cornerstone of anuria due to tubular damage. 
Other insults, such as Chemical intoxication, allergy, dehydration, 
etc., may substantially aid in the production of tubular damage. 

VI. Pyelonephritis and Glomerulonephritis: 

Anuria is occasionally seen in these conditions. More often 
one sees oliguria. No adequate explanation has been given for this 
phenomenon other than the fact that there is glomerular damage 
of sufficient magnitude to cause circulatory disturbances in the 
tubules and that local circulatory disturbances in the glomeruli 
will affect filtration. 
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TllEATMENT OF ANURIA 


Prophylaxis: 

During the first stage of the treatment, that of prophylaxis 
every effort should be made to keep patients from going into 
shock and once they are in shock, energetic treatment for shock 
should be instituted. 

If severe dehydration is recognized early and the lost fluids 
and e^ctrolytes are judiciously replaced, normal kidneys can handle 
the situation easily. These are the clearcut cases of clinically en- 
countered anuria in which the patients are cured permanently 
simply by judicious treatment of their dehydration. The clinical 
problem in the presence of anuria of dehydration is one of fluid and 
electrolyte balance, it is not a renal problem. 

If postoperative circulatory collapse is combated early by in- 
travenous administration of compatible fresh blood and an appro- 
priate ccncentration and quantity of electrolytes, the kidneys will 
remain normal and the anuria soon will be alleviated. If the post- 
cperative state of shock endures, renal damage may set in and the 
anuria may become more severe. 

In poisoning, the treatment of the acute emergency varíes 
in accordance with the agent ingested. Shock and dehydration must 
be combated if present. 

In mismatched transfusions prophylaxis consists mainly in 
careful cross-matching of the blood and in checking and recheck- 
ing to see that the blood to be transfused has actually being cross- 
matchecl with the proper recipient and not with another patient 
with the same or similar ñame. Transfusión should be discontinued 
at the first sign of reaction and the following steps taken: 

1. Check serum for hemolysis and uriñe for hemoglobinuria 
as they will appear almost instantaneously. This can be done while 
i he patient is under anesthesia and there is a sudden unexplainable 
drop in blood pressure or any other unexplainable phenomena. The 
infusión can be switched over immediately to some other fluid 
while the serum and uriñe (if available) are tested as well as re- 
crossmatching. 

2. If transfusión reaction is confirmed or strongly suspectecl 
one is justified in giving 50 cc NaHCO :{ 5 - T/ I.V. over a period 
of 5 minutes. Slow down if tetanic twitching or circumoral pallor 
is noted. 

3. 10% glucose in water I.V. as n,pidly as possible 2,000 cc 
in 11/2 hours. 

4. Combat shock. 
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5. If diuresis starts soon, continué dextrose in water for 8-12 
hours. 

6. If diuresis does not set in — conservative restricted fluid 
regime is in order as outlined under the third stage of treatment. 

The amcunt of water lost through respiration and perspira- 
tion should be replaced in addition to losses from vomiting and 
diarrhea. The amount usually lost through the skin and lungs 
is 800-1000 cc per day. No protein should be given because the 
nitrogenous metabolites such as urea, uric acid and creatinine can- 
not be eliminated. It has been stressed that complete starvaticn 
leads to catabolism of body proteins and that this will even in¬ 
crease the nitrogenous producís retained in blood and body fluids. 
Moreover, potassium, which is an important factor in uremia, is 
also liberated during the endogenous breakdown of proteins. Final- 
íy, in many cases of acute anuria, the function of the liver is in¬ 
volved and the total protein contení of the serum íalls below normal 
iimits. To combat the catabolism of body proteins and also hypo- 
prctememia, administration of proteins to patients with acute 
anuria has been advocated. Weighing the danger of the nitrogen 
retenticn due to ingestión of proteins to anuric patients against 
íhe danger of catabolism of proteins during starvation, the first 
is certainly more dangerous than the second. For all practical 
purpcses, administration of calories in the form of carbohydrates 
and íats which are oxidized to C0 2 -f- H-0 reduces the catabolism 
of protein during hunger. Thus it may be advisable to add sugar 
to the daily ration of 800 - 1000 cc of water. 

Borst has advocated giving in addition every day a mixture 
of 200 gm. of butter and 200 gm. of sugar but in most patients 
with acute anuria, this umpalatable mixture causes nausea and 
vcmiting. 

No patient with acute anuria can be treated without carefui 
analysis of the serum. Determinations of: blood urea nitrogen, 
non-protein nitrogen, creatinine, uric acid, chlorides, sodium, po- 
lassium and C0 2 combining power become imperative. 

As mcst patients with acute anuria are in shock, their serum 
chloride is usually low. Also their serum sodium is often low. When 
hypochloremia is present, sufficient amounts of sodium chloride 
must be added to the daily ration of 800 - 1000 cc of fluid. In those 
cases the glucose is given in saline. 

In patients with acidosis who are not nauseated NaHCO :! can 
be given by mouth (2-3 teaspoonfuls per day). In most cases al- 
kaii will have to be given parenterally. Intravenous M/6 Na-lactate 
is not advisable because this requires introduction of larger 
amounts of fluid which will compromise the circulation and lead 
to left heart failure. Preferable is the intravenous administration 
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of 5 f ¡ NaHCO ;{ solution. The potassium content of the blood and 
body fluids has a tendency to increase. Hyperpotassemia has an 
unfavorable influence on the heart. EKG signs of cardiac damage 
cften develop when the potassium content of the serum riscos 
above 6.4 mEq/L. When the potassium exceeds 7.4 mEq/L the 
outlook is serious. Fortunately, the increase of the blood K in 
patients with acute anuria treated with starvation is only modé¬ 
rate and hardly ever requires treatment. Rare cases have been 
described where, during anuria, the K level is decreased. 

In cases where the potassium climbs to dangerous levels, in¬ 
testinal irrigation is useful and even imperative in the absence of 
an artificial kidney or peritoneal dialysis. It is a relatively simple 
procedure and can be performed in institutions where Ihe artific/al 
kidney is not available. Another measure for lowering serum K is 
Ihe administration of insulin with the glucose as the deposition of 
glucose into the cell is accompanied by migration of K into the 
cells. 

Diuretic or recovery stage, that of diuresis, dehydration and 
negativo electrolyte balance may occur suddenly. The fluid and 
electrolyte requirements of a patient should be carefully followed 
and satisfied at all times. This should take into account loss 
thiough uriñe, stool, vomitus and insensible perspiration. 

In pyelonephritic and glomerulonephritic anuria the treat¬ 
ment is that of the primary condition. Watchful expectancy is 
best. 


SUMMARY 

Some of the medical conditions in which anuria may be en- 
countered have been mentioned and the mechanism of renal shut 
down described. The treatment of these conditions has been out- 
lined in three stages. 
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VALORES NORMALES DE 17-CETOESTEROIDES URINARIOS 

EN PUERTO RICO* 

✓ 

SARA T. OLAVARRIETA; FRANCISCO l LANDRON ; 

RAMON M. JUAREZ; LUISAS ALDAS A 

Las determinaciones de 17-cetoesteroides urinarios en el diag¬ 
nóstico de distintas condiciones patológicas, han despertado un 
creciente interés en la clase médica de Puerto Rico. Sin embargo, 
debido a que los métodos más conocidos resultaban muy largos y 
costosos, la mayoría de los laboratorios de la Isla, no estaban ha¬ 
ciendo estas determinaciones. 

El hecho de que Friedman 1 informó una disminución en la ex¬ 
creción de 17-cetoesteroides en Indios varones y el hecho de que 
existen facto¿*es climatológicos, raciales o étnicos, dietéticos, etc., 
que pueden afectar la eliminación urinaria de estos esteroides, nos 
indujo a estudiar el problema en individuos sanos puertorriqueños 
para establecer los valores normales en nuestro medio ambiente. 

Los métodos más usados para estas determinaciones consisten, 
principalmente de las siguientes etapas: 

(a) Hidrólisis de la orina. 

(b) Extracción de las substancias cetoesteroideas. 

(c) Evaporación del líquido usado para la extracción, y 

(d) La reacción del color, principalmente por el método de 
Zimmerman. 

Fister- en su manual de “Procedimiento para Química Espec- 
trofotométrica,” da un método para la determinación total de 17- 
cetoesteroides basado en procedimientos y modificaciones de Zim¬ 
merman, Giralt, Holtorff y Kock, Callow y Emmens, y otros que 
no es necesario mencionar en este trabajo. Este método es uno de 
los más confiables usados, pero indudablemente demasiado largo 
y costoso para el laboratorio promedio. 

Existen, sin embargo, modificaciones a este procedimiento que, 
sin incurrir en menoscabo de la seguridad de los resultados, re¬ 
quieren equipo menos costoso, más fácil de manipular y disminu¬ 
yen considerablemente el tiempo requerido para la prueba. 

Hemos utilizado para el estudio que presentamos en esta oca¬ 
sión el método de Drekter ;! y colaboradores del New York Medical 
College. Estos, enfrentados con la necesidad de determinar 17-ceto¬ 
esteroides urinarios durante un estudio que debían hacer, viéronse 
obligados a adoptar un método basado en el ya mencionado por 
Fister,- pero más corto y que requiriese menos cantidad de orina, 
dando resultados igualmente confiables. 


* Trabajo efectuado bajo los auspicios de y sufragado por la Fundación de 
Investigaciones Clínicas. 
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Para mayor seguridad en los resultados que habríai.us de ob¬ 
tener en nuestro estudio, hicimos paralelamente varias determina¬ 
ciones de 17-cetoesteroides por el método según aparece en el Ma¬ 
nual de Fister y por el método más corto de Drekter y sus colabo¬ 
radores. Los resultados obtenidos fueron satisfactorios y creimos 
justificada la adopción del segundo método para la presente inves¬ 
tigación. 

Queremos hacer mención al hecho de que, conscientes en to¬ 
do momento de estar trabajando con un método cuyos resultados 
se calculan a base de muestras de orina de 24 horas, pusimos es¬ 
pecial cuidado en la selección de personas conscientes y respon¬ 
sables. 


RESULTADOS 

Hicimos determinaciones de 17-cetoesteroides en un grupo de 
50 mujeres y 50 hombres, todas personas aparentemente normales 
y saludables. Tuvimos, además cuidado en que ninguna de estas 
personas estuviera bajo tratamiento de hormonas que pudieran 
afectar la excreción de los 17-cetoesteroides. 

La siguiente Gráfica expresa los resultados obtenidos durante 
esta investigación. Con el objeto de obtener información adicional, 
dividimos cada grupo de 5 sub-grupos de acuerdo con las edades. 
En la Gráfica, las barras sólidas representan el promedio de la eli¬ 
minación de 17-cetoesteroides en miligramos en 24 horas. Así la 
eliminación obtenida en el grupo de mujeres de 17 a 24 años, varió 
entre 6.38 mgs. y 19.9 mgs. con un promedio de 11.8 mgs. En el 
de 25 a 30 años, la eliminación mínima fué de 9.5 mgs. y la máxima 
24.5 mgs., con un promedio de 13.9 mgs. En el de 31 a 40 años, 
varió entre 7.2 mgs., y 20.0 mgs., con un promedio de 14.9 mgs. 
En el de 41 a 49 años, la eliminación mínima fué de 6.7 mgs., y la 
máxima de 17.5 mgs., con un promedio de 11.3 mgs., y en el de 50 
a 65 años la mínima varió entre 7.0 mgs. y 14.7 mgs., siendo el 
promedio 11.4 mgs. A la izquierda de cada barra aparecen los pun¬ 
tos que representan los valores obtenidos en cada grupo. 

El promedio total de las 50 determinaciones en las mujeres 
fué de 12.7 mgs. 

Aunque comprendemos que no podemos llegar a una conclusión 
definitiva en cuanto a la relación entre la edad y la eliminación 
de los 17-cetoesteroides, la Gráfica sugiere un ligero aumento en 
la eliminación en el caso de las mujeres hasta la edad de 40 años 
más o menos, después de lo cual, hay una disminución aparente en¬ 
tre los 40 y 50 años, manteniéndose este nivel más o menos constan¬ 
te, aún hasta los 65 años, que es la edad mayor comprendida en 
este estudio. 
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La segunda parte de la Gráfica expresa a su vez les valores 
obtenidos en hombres, divididos los grupos por edades. En este 
caso en el grupo de hombres de 17 a 24 años, la eliminación mí¬ 
nima obtenida fué 14.0 mgs. y la máxima 23.0 mgs., con un pro¬ 
medio de excreción total de 17.8 mgs. En el grupo de 25 a 30 años, 
la excreción mínima fué 10.1 mgs., la máxima 24.5 mgs. con un 
promedio de 17.8 mgs. En el de 31 a 40 años, la excreción mínima 
fué 9.0 mgs., la máxima 24.1, y el promedio 16.8 mgs. En el de 
41 a 49, la excreción mínima fué 13.9 mgs., la máxima 21.2 mgs., 
y el promedio fué 16.8 mgs. En el de 50 a 65 años, la excreción 
varió entre 7.8 mgs. y 24.8 mgs., con un promedio de 15.7 mgs. 

El promedio total de las 50 determinaciones en hombres fué 
de 17 mgs. 

Aunque hay muy poca diferencia entre la eliminación de los 
distintos grupos de hombres, es evidente que la excreción máxima 
se observa en los primeros dos sub-grupos. Solamente en el último 
sub-grupo hay una disminución sugestiva de que durante estas 
edades, la excreción en el hombre empieza a disminuir visiblemente. 

DISCUSION 

Es de gran importancia comparar nuestros resultados con 
otros obtenidos en investigaciones similares a ésta y llevadas a 
cabo en otros países. 

Antes de entrar en estas consideraciones, sin embargo, vale la 
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pena, llamar la atención hacia ciertos aspectos de estos trabajos 
que arrojan luz y ayudan a una mejor comprensión de las diferen¬ 
cias, muchas veces considerables, que encontramos entre los va¬ 
lores obtenidos por nosotros y los de otros investigadores. 

El siguiente esquema representa las distintas etapas a que 
e comete la orina y sus derivados durante la determinación cuan¬ 
titativa de ios I í-cetoesteroides. 


ORINA 

I 

Hidrólisis (H C L) 

I 

Extracción con éter 

I 

Lavado del extracto con 

NaOH 

/ v 

✓ \ 

Fracción Neutral Fracción fenólica 

I 

Reactivo de Girard 

/\ 

Fracción cetoesteroidea Fracción no cetoesteroidea 

Vemos que la orina se somete a un proceso de hidrólisis con 
ácido clorhídrico concentrado (HC1). Luego se lleva a cabo la ex¬ 
tracción con éter; se lava este extracto con hidróxido de sodio 
(NaOH) eliminando así las substancias fenólicas, como la estrona, 
ácidos, y algunos pigmentos extraídos de la orina, quedando di¬ 
sueltos en el éter la fracción neutral que contiene los 17-cetoeste- 
roides y otras substancias no cetoesteroideas. 

Hacemos mención de este esquema para llamar la atención al 
hecho de que en nuestro estudio hicimos la determinación de los 
17-cetoesteroides en esa fracción neutral, a pesar de que por el mé¬ 
todo del reactivo de Girald, es posible purificar más este extracto 
antes de someterlo a la reacción de Zimmerman, obteniendo asi 
valores más exactos. 

Creemos, sin embargo, que la purificación del extracto por el 
método de Girald, no justifica el trabajo adicional que ello conlle¬ 
va. Nos parece que desde el punto de vista de diagnóstico clínico, 
no es necesario una exactitud tan exagerada si se tiene en cuenta 
que la fracción de las substancias no cetoesteroideas representan 
un porciento del total, que no es lo suficientemente alto para in¬ 
troducir confusión en la interpretación de los resultados. 

Las observaciones arriba mencionadas nos decidieron a ha¬ 
cer nuestras determinaciones en el extracto neutral que incluye los 
17-cetoesteroides al igual que otras substancias no cetoesteroideas. 
Drekter 3 y sus colaboradores, a los cuales ya nos hemos referido, 
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no emplean estas separaciones; tampoco la emplea Escamilla 4 en 
el método que da en su libro “Laboratory Aids in Endocrine Diag- 
nos's”, cuyo método es muy parecido al usado por nosotros. 

Con estas consideraciones en mente, pasemos ahora a exami¬ 
nar valores obtenidos por otros investigadores en individuos nor¬ 
males. 

Escamilla 4 de la Escuela de Medicina de la Universidad de Ca 
lifornia, en su libro ya mencionado, da para hombres una variación 
normal de 10 a 20 mgs., con un promedio de 15 mgs. en 24 horas, 
y en las mujeres, una variación de 10 a 15 mgs. con un promedio 
de 10 mgs. en 24 horas. 

Fister- en su Manual, da para hombres un promedio diario 
aproximadamente de 17 mgs. y para mujeres de 13 mgs. diarios 
en el extracto no purificado. 

Barnett 5 y colaboradores, obtuvieron un resultado de 18.4 mgs. 
para los hombres y 13.2 para las mujeres. 

Harold L. Mayson, de la Fundación Mayo, y William Engstrom 1 ’ 
de la Universidad de Yale, en un estudio relacionado con 17-ceto- 
esteroides, citan los siguientes promedios de eliminación obtenidos 
en distintos grupos por distintos investigadores: Hombres de 17 a 
30 años, 14.1 mgs.; de 20 a 40, 13.6 mgs.; de 17 a 34, 18.0 mgs. 
Mujeres de 20 a 35 años, 10.0 mgs; de 20 a 40, 7.6 mgs; de 21 a 
45 años, 11.6 mgs. 

Friedman 1 encontró que la excreción en 23 nativos del Sur de 
la India varió entre 7.05 y 17.1 mgs.; en 13 sujetos del Norte, los 
17-cetcesteroides dieron una cifra mínima de 7.9 y máxima de 14.04 
mgs., mientras que en 15 Europeos, las cifras variaron entre 12.1 
y 31.1 mgs. 

Finalmente, la Dra. Angel 7 y sus colaboradores del Hospital de 
Enfermedades de la Nutrición en México, informaron en adultos, 
valores entre 4 y 13.8 mgs., siendo el promedio en las mujeres, 7.9 
mgs. En los hombres encontraron un promedio de 11.2 mgs. va¬ 
riando entre 6.8 y 22.4 mgs. en 24 horas. En niños menores de 
15 años, estos autores encontraron valores entre 1.4 a 5.3 mgs. con 
un promedio de 3.6 mgs. en las niñas. En los varones encontraron 
valores de 0.7 a 7.3 mgs. con promedio de 4.4 mgs. 

Los valores arriba expuestos son solamente representativos 
de los muchos trabajos que en este campo de investigación se han 
hecho y es evidente que existen discrepancias marcadas entre 
las cifras obtenidas por unos y por otros, aunque se hayan obte¬ 
nido con métodos distintos. Esta evidencia justifica pues, que 
una vez una institución haya adoptado un método, es aconsejable 
la determinación de los valores normales a obtenerse por dicho mé¬ 
todo. 
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CONCLUSION 

Los valores normales de 17-cetoesteroides urinarios en Puerto 
Rico son para mujeres 12.7 mgs.; para hombres 17 mgs./24 horas, 
siendo éstos iguales a los informados por investigadores norteame¬ 
ricanos para los Estados Unidos continentales. 
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ANEURYSM OF THE RENAL ARTERY^ 


REPORT OF ONE CASE , 

PABLO G. CURBELO, M.U.* 

Aneurysm of the renal artery is a rare lesión which is difficult 
to diagnose at times. Moreover, the symptoms thereof may mimic 
very closely those of almost all of the acute surgical emergencies 
of the abdomen. In these circumstances, clinical problems related 
to this condition are of interest to general surgeons, urologists and 
obstetricians alike. 

Symptoms 

Prior to rupture, most true aneurysms are devoid of symptoms, 
except for vague gastro-intestinal discomfort. Whenever symptoms 
are present, however, they are usually due to some associated uro- 
lcgical condition. After rupture has taken place, the patient ex- 
hibits varying degrees of pain in the side, the symptoms and signs 
of shock and acute hemorrhage and usually a mass in the flank. 
Hematuria also occurs occasionally. 

Diagnosis 

Calcification in the wall of the aneurysm is present in 50% 
of the cases. It casts a characteristic roentgen shadow, to wit: it is 
round or oval in shape, has a clear center, and may resemble a 
signet ring. The shadow is extra-renal and may cause a compres- 
sion-filling defect in the pelvis. In the lateral film, the shadow 
appears on a plañe anterior to the pelvis. The lesión is most clear- 
ly demonstrated by arteriography and it is quite probable that 
the incidence of aneurysm will rise as this method comes into 
more general use. 

False aneurysms appear as a rather indefinite blurring on 
the affected side in the x-ray film. 

From the standpoint of the clinical recognition of this condi¬ 
tion prior to rupture of the vascular wall, the important factor 
is to be aware that this condition may be responsible for an obscure 
abdominal condition characterized by pain, shock, and acute anemia. 

Differential Diagnosis 

The unruptured true aneurysm may be confused by the radio- 
^gist with a calcifíed lymphatic gland, cyst, or abscess. The diag 
nosis of ruptured peptic ulcer, acute intestinal obstruction, and 
acute hemorrhagic pancreatitis have been made at times when 
the condition was actually a ruptured renal aneurysm, Similarly, 

* From the Bayamón Charity District Hospital. 
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the obstetrician has been misled into making the diagnosis of rup- 
tured ectopic pregnancy, ruptured abdominal pregnancy, and pre- 
mature separation of the placenta. Urological conditions with which 
aneurysm oí the renal artery may be confused inelude renal cyst, 
hydronephrosis, perinephric abscess, and necrotizing renal tumor. 

Ilack has collected from the literature five instances of rup- 
ture of the renal artery during pregnancy and added two of his 
own. The symptoms in each patient were very similar: abdominal 
pain, shock, and acute anemia. The train of symptoms occurred 
on two sepárate occasions, the diagnosis was not made and all of 
the patients died. 

Salmón has reported the case of a 13 year-old girl who show- 
e.i left lumbar pain and frequeney of urination on admission. An 
iníravenous pyelegram disclosed an absence of function on the 
left side and the diagnosis of left renal tuberculosis was made in 
the light of previous evidence of Pott’s disease. The patient was 
placed under streptomycin therapy; but the attacks of abdominal 
pain persisted. The psychiatric consultation was in favor of a 
psychogenic nature of the pain. After two months, a mass appear- 
ed in the left flank and the diagnosis of left perinephric abscess 
was made. At operation the muscles and the dorsal fascia were 
found to be ecchymotic which is the Uhle sign of ruptured renal 
aneurysm. However, the significance of this sign was overlooked 
and on incising the fascia massive uncontrollable hemorrhage took 
place. Baker and Huckelberry reported a case of ruptured intra- 
renal aneurysm clinically diagnosed as a renal tumor and in which 
the true diagnosis was not made until the specimen was examined 
by the pathologist. 


CASE REPORT 

D. de H., Bayamón District Hospital No. 30907, female, 33 
years oíd. 

On her first admission on December 21, 1943 her symptoms 
appeared to be gastrointestinal in nature, to wit: post-prandial 
pa n and fullness in epigastrium and pain in left lumbar región. 
At that time, the only positive diagnosis was that of uncinariasis, 
which was treated properly. 

The patient disappeared from view until September 20, 1951 
when she was re-admitted to the Hospital. The interval history was 
ihst her gastrointestinal symptoms had persisted in spite of treat- 
ment by various outside physicians. A gastro-intestinal series 
showed no evidence of pathology, but a calcific shadow in the right 
upper quadrant was diagnosed as a probable gallstone. The pa¬ 
lien! left the hospital slightly improved from her digestive symp¬ 
toms. 
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On February 4,1952 I saw the patient for the íirst time. The 
epigastrio and left lumbar pain was now associated with some 
frequency and dysuria. An intravenous pyelcgram showed an 
irreguíariy shaped urinary calculus in the left renal pelvis, and 
a ealcification on the right side which lied outside the urinary 
tract and had the appearance oí a gallstone. 

On April 17 the calculus írom the left renal pelvis was re¬ 
moved by pelviotomy and the patient was discharged írom the 
hospital on May 2. 

However, her digestí ve symptoms persisted, and on February 
3, 1953 another gastro-intestinal series íailed to turn up any- 
thing of clinical importance. Gallbladder studies were also entirely 
negative. At that time patient began having episodes of left pyelo- 
nephritis with unsatisfactory response to chemotherapy and anti- 
biotics. A re-check intravenous pyelogram revealed signs oí left 
pyelonephritis and the probability of an aneurysm of the right 
renal artery was seriously consiclered. On April 19, 1954 an aorto- 
gram offered incontrovertible evidence of the presence of a true 
aneurysm of the main right renal artery. 

Digestive symptoms as well as episodes of pyelonephritis 
persisted and on February 24, 1955 left nephrectcmy for aírophie 
pyelonephritis was carried out. The patient had an uneventful 
recovery. Her digestive disturbances have greatly diminished a^d 
no further episodes of pyelonephritis have taken place; the patient 
has gained some weight and feels and looks much better than 
before the operation. 



Fig. 1 Fig. 2 

Intravenous pyelogram. Typical roent- Aortogram showing aneurysm of main 

gen picture of right renal aneurysm. right renal artery. 
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DISCUSSION 

At autopsy, the incidence of aneurysm of the renal artery is 
about one in thirteen thousand. The clinical incidence is much 
lower: less than one hundred cases have been reported in the li- 
terature. One per cent of all aneurysms are located in the renal 
artery. 

It is customary to classify aneurysms into true and false types. 
A true aneurysm is one in which the sac is formed by the walls 
of the artery; while a false aneurysm is one in which the walls 
are formed by the tissues surroundnig the area of rupture of an 
artery or an aneurysm which has ruptured. 

True aneurysms are due to some congenital weakness or 
disease of the media; while false aneurysms may result from the 
partial rupture of a true aneurysm or by surgical or accidental in¬ 
jury to the outer coats of an artery. Aneurysm of the renal artery 
was first described in France in 1853 from autopsy material. But 
it was not until 1917 that the first radiological diagnosis was 
made in Stockholm. 

The average age at which it occurs is 47.5 years, but it may 
apparently occur at any age, having been reported at 2 and 82 
years. 

Most true aneurysms measure around 1.8 cm. in diameter 
and rarely reach the size of 7 cm before rupture takes place. 
False aneurysms, on the other hand may grow big, sometimes 
occupying one half of the entire abdomen. As to treatment it may 
be said that small calcified aneurysms which are asymptomatic 
may be treated by watchful waiting; but if pain develops, or if 
the aneurysm increases in size as shown by periodic x-ray studies, 
nephrectomy would be indicated provided the other kidney is 
capable of sustaining the load. 

False aneurysms, on the other hand, demand prompt surgery 
because the mortality rises from 20 in patients operated to 100' f ' 
in those treated expectantly. An approach which permits ligation 
of the artery near the aorta early in the procedure should be 
used. Uhle’s sign should never be disregarded. 
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RESECCION ESOFAGICA CON RESTABLECIMIENTO DE LA 
CONTINUIDAD POR MEDIO DE UN TUBO PLASTICO* 


J.ROSTAS DURIEÜX, M.D. 
Ponce, Puerto Rico. 


Es innegable que el tratamiento ideal para un tumor o estre¬ 
chez del esófago sería la resección con anastomosis directo térmi¬ 
no-terminal. Es un hecho probado que este tipo de anastomosis 
es imposible cuando la resección esofágica es de más de 4 cm. de 
largo. En muy raras ocasiones la lesión permite una resección 
tan pequeña. Para resolver este problema se han usado diferentes 
métodos. Entre los usados con más éxito se puede mencionar el 
uso de un asa yeyunal, 1 el uso del colon transverso- y por último 
la movilización del estómago' 5 - 4 dentro de la cavidad torácica. To¬ 
dos estos procedimientos constituyen operaciones muy serias, cho¬ 
cantes y de relativa larga duración. 

Estas consideraciones y el advenimiento de les plásticos con 
la evidencia experimental de su innocuidad dentro del cuerpo hu¬ 
mano impulsaron a Berman a ensayar experimentalmente un tubo 
de polietileno para restablecer la continuidad esofágica. 7 En los 
animales sacrificados a distintos intervalos él encontró la forma¬ 
ción de tejido alrededor del tubo variando desde una fina vaina 
gelatinoide a los cuatro días hasta la formación de una capa eso¬ 
fágica de 4 mm. de espesor. Esta se confundía con ambas extre¬ 
midades esofágicas normales y estaba cubierta con epitelio. Alen¬ 
tado por las experiencias experimentales en noviembre de 1950, 
Berman le colocó un tubo plástico a un hombre de 75 años de edad 
con un carcinoma del tercio inferior del esófago y el resultado fué 
bueno. s De aquí en adelante nuevas experiencias clínicas también 
tuvieron éxito. 5 ' 

Nosotros tuvimos la oportunidad de usar este procedimiento 
en una paciente con un carcinoma del tercio medio del esófago. 
La paciente estaba en condiciones físicas muy pobres y por lo tan¬ 
to consideramos que no toleraría la intervención convencional. 

INFORME DEL CASO 

E. L. C., mujer de 56 años de edad fué admitida a la Clínica 
del Dr. Pila el 2 de septiembre de 1954 con historia de dolor 
y ardor retroesternal desde hacía cuatro años. El dolor y ardor 
cambió a disfagia para los alimentos sólidos y esto continuó pro¬ 
gresando hasta establecerse alguna disfagia aun para los líquidos. 

* Trabajo presentado en la Asamblea Anual de la Asociación Médica do Puer¬ 
to Rico, el 9 de diciembre de 1954. 
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Fig. 1. Esofegogmrna cus demuestra el tumor del esófago justamente debajo 
del arco aórtico. 

Fig. 2. Tubo de poiietileno de Barman con el anillo fijador y con la sutura en 
posición. 

Fig. 3. Técnica para empezar a colocar el tubo. 

Fig. 4. Técr.'ca cuc demuestra el tubo colocado y el anillo amarrado. 

En el momento de ser admitida al hospital la disfagia tenía más 
de seis meses de duración. 

El examen físico reveló evidencias de gran pérdida de peso y 
de caquexia. La auscultación cardíaca arrojó la presencia de un 
soplo sistólico en la base. El ritmo no era normal, existiendo va¬ 
rios extrasístoles. El resto del examen no reveló ningún otro 
signo positivo. 

La radiografía simple del tórax nos enseñó campos pulmonares 
normales en ambes lados. La silueta cardíaca estaba aumentada 
hacia la izquierda. El esofagograma reveló una obstrucción al 
nivel del arco aórtico. 

El electrocardiograma mostró una hipertrofia ventricular de¬ 
recha y una conducción defectuosa y prolongada. 
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Fig. 5. Se ha terminado de restablecer la continuidad esofágica por medio 
del tubo. 

Fig. 6. Esofagograma a los 10 días que demuestra el tubo en perfecta 
posición. 

Fig. 7. Pieza patológica que demuestra el tubo dentro del canal recientemente 
formado. 

Fig. 8. Pieza patológica que demuestra el nuevo canal con el tubo removido. 
Puede verse el epitelio a ambos extremos. 


Al hacer la esofagoscopía se encontró un tumor a 20 cm. de 
la arcada dentaria superior. 

El hemograma fué como sigue: 3,480,000 hematíes, 7,400 
leucocitos y 10 gm. de hemoglobina. Los damás exámenes de la¬ 
boratorio pertinentes fueron negativos. 

El tratamiento preoperatorio consistió de sueros glucosados 
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y amigen por vía intravenosa, extracto hepático y vitaminas múlti¬ 
ples. También la paciente recibió 500 cc de sangre. 

El 30 de septiembre de 1954 bajo anestesia endotraqueal de 
pentotal sódico, oxígeno y éter se practicó la operación. Con la pa¬ 
ciente en decúbito lateral izquierdo se hizo una toracotomía dere¬ 
cha. Se hizo una resección de la séptima costilla y se entró al he- 
mitórax derecho a través del lecho de dicha costilla. Se retrajo el 
pulmón anteriormente y se dividió la pleura mediastínica desde el 
cardia hasta más arriba de la vena azygos. Esta vena no fué di¬ 
vidida. Se encontró un tumor del esófago localizado justamente 
debajo de la vena azygos. No fué difícil liberar el esófago y una 
vez liberado fué dividido per arriba y por debajo del tumor. El esó¬ 
fago resecado tenía una longitud de 6 cm. 

Colocamos un tubo plástico de 15 cm. de largo primero en el 
muñón próximo y después en el distai. El déficit cubierto tenía 
9 cm. de longitud. Suturamos la pleura mediastínica por encima 
del tubo y se reexpandió el pulmón. Cerramos el hemitórax en la 
forma usual estableciendo drenaje bajo agua. Inmediatamente des¬ 
pués hicimos una gastrostomía de tipo Stamm. La paciente tole¬ 
ró la operación muy bien. 

El diagnóstico patológico fué carcinoma epidermoide del esó¬ 
fago, grado I con metástasis a ganglios regionales. 

Después de la operación se conectó el tubo de la gastrostomía 
a una succión de Wangensteen por espacio de tres días. Se admi¬ 
nistró penicilina con estreptomicina por vía intramuscular y líqui¬ 
dos por vía intravenosa. 

El tercer día se empezó la alimentación por el tubo de la gas- 
trestomía. El quinto día se empezó a administrar líquidos por vía 
oral. La alimentación por vía oral se aumentó gradualmente y se 
descontinuó la alimentación por la gastrostomía. 

El octavo día se le permitió a la paciente tener comidas 
blandas. 

El décimo día se le hizo un esofagrama, pudiéndose visualizar 
el tubo plástico que aparecía en perfecta posición y no existía nin¬ 
guna obstrucción al paso del bario. 

El día onceno la paciente tuvo un mareo súbito, se puso fría 
y empezó a sudar copiosamente. Al examinarla encontramos una 
taquicardia supraventricular que más tarde cambió a fibrilación 
auricular. Se hizo una digitalización rápida. Se usó también qui- 
nidina y el ritmo cambió a normal al siguiente día. De aquí en ade¬ 
lante la paciente siguió bien. Fué dada de alta del hospital en bue¬ 
nas condiciones y tolerando bien una dieta blanda. 

A los veinticinco días de la operación estando en su casa la 
paciente tuvo tos con expectoración sanguinolenta y murió súbi¬ 
tamente. 
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Se le practicó un examen post mortem encontrándose el tubo 
plástico en perfecta posición. Había sido cubierto totalmente por 
una capa gruesa de 4 mm de espesor de tejido fibroso y el epitelio 
esofágico había empezado a crecer a ambos extremos. 

COMENTARIO 

Los resultados obtenidos en este caso tienden a demostrar que 
la hipótesis levantada experimentalmente por Berman es correc¬ 
ta. 

La operación fué menos traumática y menos prolongada que 
el procedimiento convencional. 

No hubo dificultades al restablecer la continuidad por medio 
del tubo y el curso post operatorio en lo que a la intervención se 
refiere estuvo libre de complicaciones. 

No hubo evidencias de obstrucción alguna. No pretendemos 
recomendar esta intervención para substituir las otras conven¬ 
cionales pero creemos que es de valor y merece probarse más. 
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THE “DOOR TO DOOU” BLOOI) TESTING PROJECT IN 
PUERTO RICO* 

ERNESTO QUINTERO, M.D .** 

In Puerto Rico wo have continued to lower the reservoir of 
syphilis in our population by the use of “door to door” mass blood 
testing. We have covered the large population centers of the Island, 
including most of the San Juan metropolitan a rea, twice. Once 
with the original survey and once again with the “door to door” 
resurvey. We are continuing and will continué to resurvey the 
entire Island concentrating our efforts on known areas of high 
prevalence and on age groups expected to yield the highest results 
in seropositivity. 

Allhcugh our case finding project has been rather extremely 
reduced in size it has continued to function effectively. T believe 
we may safely expect to test 50,000 persons Ihis year with one 
team consisting of one and sometimes two nurses. However, as 
we complete testing in more heavily populated areas and move out 
into the smaller towns we find it increasingly difficult to maintain 
a high yield —either in terms of total specimens taken or total 
positivity. 

We have been conducting a mass serologic survey in Puerto 
Rico for three and one-half years and the effect on the prevalence 
of syphilis is being demonstrated in the drop in cases reported. 
It becomes daily more difficult to find a new case of syphilis —as 
is graphically shown in this chart of morbidity reported by stage 
over the eight quarters of 1953 and 1954. 

Over a period of five years the number of cases of infectious 
syphilis per 10,000 population has declined from 2.76 in 1950 to 
.83 in 1954. 


Primary and Secondary Syphilis Cases Per 10,000 Population 
Puerto Rico — 1950-1954 


Year 

No. Cases 

Rale Per 

1950 

608 

2.76 

1951 

419 

1.88 

1952 

384 

1.71 

1953 

269 

1.20 

1954 

186 

.83 


* Presented at the Venereal Disease Control Seminar, U.S. Región III, IV 
and VII of the Public H. Service, Miami Beach, Florida, Apr. 20-21, 1955. 

** Director División of Public Health and Acting Chief. Bureau of Venereal 
Disease Control, Department of Health of Puerto Rico, 
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However, we are not trying to lull curselves into a íeeling 
of false security — ñor tell ourselves — or you — that syphiiis 
is under control in our Island. Our little córner of the world, al- 
though small, is a busy crossroads where many people of rnany 
different countries meet. We have all the elements of an explosively 
dangerous situation as far as venereal diseases is concerned. We 
have a small population, relatively free from syphilis, but a po- 
pulation which is moving and changing. Our people are changing 
from an agricultural society to an industrial society. The indus¬ 
trial revolution — which is a thing of the past in most countries 
—is just now getting into full swing in Puerto Rico. Our people 
are moving from the country to the city and from the Island to 
the mainland. This is accompanied by the usual unrest found in 
such situations. Social mores are changing —family ties are break- 
ing down — the status of women is also changing. These things, 
we know from experience, are dangerous factors in the venereal 
disease picture. 

At the same time — more than ever — we have groups from 
the outside coming into constant contact with our people. One 
group is the tourists — with whom we must class the thousands 
of U. S. Marines and Sailors who visit our Island during the 
annual maneuvers. This group has frequent sexual contact with 
our population and if infection occurs it can easily be carried back 
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to the mainland. Unfortunately this group of Service men has 
ampie opportunity to be exposed to venereal infection in other 
Caribbean island.s before arrival in Puerto Rico, and in most of 
these other islands venereal diseases is totally uncontrolled. 

The other group that comes into contact with our people 
has less opportunity for sexual exposure but perhaps more chance 
of spreading infection. I refer to the people of the other islands 
of the Caribbean, who do not enjcy the advantages of our public 
health control measures ñor the blessings of our economic system 
and who wish, for one reason or another, to get into our country, 
to become citizens or work as temporary or migrant laborers. The 
contact of Puerto Ricans with these people is mostly through 
the Virgin Islands. As you perhaps do not know, a large portion 
of the population of the Virgin Islands, particularly St. Croix, 
is Puerto Rican. Into the Virgin Islands, particularly St. Croix, 
come large numbers of people from Tórtola, Antigua, Barbados 
and many other islands of the British West Indies. As our “Bri- 
t'sh cous.ns” they are almost as free to come and go as we Ameri- 
cans are and the very nature cf the islands make it impossible to 
control their movement. They all come from areas where syphilis 
is highly prevalent and where control measures are non-existent. 

Sueh a potentially explosive situation as I have described must 
be watched with the same eternal vigilance that is the inevitable 
price of freedom. A city does not cióse its fire stations and sell 
its fire trucks because it has not hacl fire for a year or two ñor 
does the prudent home owner cancel his fire insurance policy be- 
cause his house has never burned down. 

We in Puerto Rico hope to continué a dual program designed 
to effect the reduction of venereal infection — at the same time 
guarding against the sudden outbreak of an epidemic. We will 
continué to have a mobile blood testing unit to work in areas of 
high prevalence — always ready at a moments notice to move to 
communities where new outbreaks of venereal disease threaten 
to appear. At the same time we will depend on our epidemiologic 
program to break chains of infection through contact interview- 
ing and investigation. 

A very effective part of our epidemiologic program is the 
prophylactic treatment of known promiscuous persons, not only 
those who have been named as contact but also those who are 
potential carriers of infection. The effectiveness of this sort of 
prophylactic safeguard has just been demonstrated during spring 
maneuvers of the Marines on our little island of Vieques. This 
tiny island, a few miles off the eastern end of Puerto Rico, is the 
place where annual Marine amphibious maneuvers are held. There 
is a native population of about seven or eight thousand persons 
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and a Marine population of perhaps 10,000 —but these Marines 
are not permanently stationed. They come in groups and stay 
for a few vveeks and then go back to the mainland to be replaced 
by another group. Among the native population there are 20 or 
25 women who extend unlimited hospitality to the Marines. This 
group of women is rather closely supervised by both the local 
health authorities and the local pólice authorities. New girls are 
not allowed to come in from the main island and the girls who 
form this group are required to cooperate with the health depart- 
ment by reporting to the clinic — where they receive large inject- 
ions of Bicillin at regular intervals. This has been going on for 
several years now and to date we have not had one case of syphilis 
among the Marines that could be traced to a source on Vieques— 
or anywhere else in Puerto Rico for that matter. I may be mis- 
taken and certainly this is a statement difficult to prove but to 
my knowledge no Marine, among the many thousand who have 
been here, has ever caught a case of syphilis in Puerto Rico. This 
year we have kept careful records and we know that out of the 
10,000 Marines who have been in Vieques there have been only 15 
cases of gonorrhea from exposures occurring on Vieques. A greup 
of 19 girls who were regularly injected with Bicillin were question- 
ed as to the number of contacts they had with Marine Corps per- 
sonnel. They stated that as a group they had a total of 2,405 
contacts from February 19 to April 1, an average of 126 per girl. 
These contacts resulted in 15 cases of gonorrhea and no syphilis 
or other V.D. This is a rate of one case per each 160 exposures. 
We think this is a rather good record and a rather good indication 
of the effectiveness of prophylactic treatment with long lasting 
penicillin compounds. 

We feel sure that if we can increase the use of long lasting 
penicillin as a preventive measure to forestad the development 
of both syphylis and gonorrhea and continué our mass blood test¬ 
ing activities to lower the residual infection we can continué the 
dramatic drop in venereal disease rates in Puerto Rico. 
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NUESTRA LUCHA 

/ 

Durante los últimos meses hemos laborado in¬ 
tensamente con la cooperación de muchos compa¬ 
ñeros para tratar de que no se desvirtuara el pro¬ 
pósito del Proyecto del Senado 625, que era el de 
extender por dos años los privilegios de la Ley 
383, pero “sólo con respecto a aquellos médicos 
que estuviesen cobijados por dicha Ley al expi¬ 
rar és-a el 30 de junio de 1955.” 

Argumentamos ante los dirigentes de la Co¬ 
misión de Salud y Beneficencia de la Cámara de Representantes, 
que ya era tiempo de terminar con este sistema de importar mé¬ 
dicos al país, que había demostrado ser muy deficiente, especial¬ 
mente en cuanto a la calidad de éstos y que resultaba altamente 
perjudicial a la juventud puertorriqueña que en número mayor 
de 800 cursan estudios de medicina en nuestra Escuela de Medi¬ 
cina, en Estados Unidos y en el exterior. 

La Legislatura, sin embargo, a petición de los alcaldes, elimi¬ 
nó la cláusula correspondiente, autorizando así a que se sigan 
importando médicos extranjeros hasta junio 30 de 1957, basándo¬ 
se en la falacia de que existe una “emergencia” y una gran “esca¬ 
sez” de médicos en nuestra Isla. 

Muy poca consideración se le dió a los argumentos de peso 
presentados por nuestra Asociación fundamentados en estadísticas 
reales, y el proyecto fué aprobado y está actualmente ante la con¬ 
sideración del honorable Gobernador. 

Es evidente que muchos alcaldes y algunos legisladores se pre¬ 
ocupan más por las elecciones del año que viene que por la salud 
del pueblo y el porvenir de nuestra juventud. 

Seguiremos luchando hasta lo último para proteger la salud 
de nuestro pueblo y los derechos de nuestros estudiantes de me¬ 
dicina. 



Hay otra nube mayor y más negra todavía en el horizonte pa¬ 
ra la clase médica y para todas las clases profesionales de Puerto 
Rico: el sustituto del Proyecto del Senado 511. 

Dispone este proyecto la eliminación de todas las Juntas Exa¬ 
minadoras, traspasando sus poderes a los Secretarios del Gabine¬ 
te con el propósito de “asegurarle al pueblo de Puerto Rico mayor 
protección a la vida, la salud y la prosperidad, y eliminar de una 
vez y para siempre los privilegios establecidos por grupos que en 
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el pasado han sido tan funestos para la buena marcha del pueblo”, 
según se expresa en la ‘Exposición de Motivos’ del mismo. 

Esta forma de mancillar a todos los prestigiosos y abnegados 
profesionales que han aceptado la encomienda háchale por el pro¬ 
pio gobierno para servir en las Juntas Examinadoras de las distin¬ 
tas profesiones, a nombre de la justicia y la democracia, es indig¬ 
na de una Comisión Legislativa y merece nuestro reproche y el 
de la propia Legislatura. 

No dudamos que el sentir de los dentistas, farmacéuticos, en¬ 
fermeras, ingenieros, arquitectos, agrónomos y otros profesionales 
incluidos en esta medida legislativa, ha de ser el mismo de la clase 
médica, que siente el ineludible deber de abogar ante la Legisla¬ 
tura y ante el poder ejecutivo por que no se cometa tamaña in¬ 
justicia con los médicos que han formado parte de la Junta Exa¬ 
minadora, y sobre todo porque no se pretenda corregir irregula¬ 
ridades que haya podido cometer alguna junta, mediante acción 
tan antidemocrática y dictatorial como la recomendada por este 
proyecto. 

Poner en manos de los secretarios del gabinete todos los de¬ 
beres y poderes para dar y quitar licencias a los profesionales y 
artesanos sería un paso retrógrado en nuestro sistema democrá¬ 
tico de gobierno y tendría un efecto diametralmente opuesto al 
que persiguen los auspiciadores del proyecto. 

Accediendo a nuestras insistentes solicitudes, la Comisión que 
preside el Senador Heraclio Rivera Colón nos ha ofrecido celebrar 
próximamente vistas públicas en relación con dicho proyecto, de 
manera que podamos todos exponer nuestros puntos de vista y 
que tenga la oportunidad la honorable Legislatura de conocer el 
verdadero proceder de las distintas juntas en el cumplimiento de 
sus obligaciones. 

Suplicamos a todos estar preparados para cuando hayan de 
celebrarse las vistas públicas en relación con esta medida legisla¬ 
tiva. 


* «$> * 

Un tercer proyecto que nos ha preocupado mucho ha sido el 
P. de la C. 1348, cuya finalidad es eliminar de la Ley Médica el 
requisito de ciudadanía. En nuestras entrevistas con los legisla¬ 
dores amigos, pudimos convencerlos de que esta medida no es prác¬ 
tica y se nos prometió que la misma sería retirada. Confiamos en 
que los propulsores de ésta cumplan su ofrecimiento. 


NOTAS ACLARATORIAS 


El doctoi- Egidio S. Colón Rivera, nos llama la atención hacia el hecho 
de que su trabajo sobre *Pulseless Disease' publicado en nuestra edición de 
febrero de 1955, (pág. 76) fue hecho en colaboración con los doctores Fran¬ 
cisco Litchtenberg y Carlos Guzmán Acosta. Por haber usado nosotros la co 
pia no revisada del artículo los nombres de los coautores no aparecieron en 
nuestro Boletín. Lamentamos la omisión. 

* * * 

En relación con el artículo ‘Statistics about Physicians in Puerto Rico” 
por el doctor Oscar Costa-Mandry, publicado en la edición de marzo de 1955, 
pág. 113, se nos ha pedido hagamos las siguientes aclaraciones: 

En la página 117, entre el grupo de pediatras, aparece el nombre de la 
doctora Eloísa Muñoz Dones como si no tuviera el board americano de 
la especialidad. La doctora Muñoz Dones aprobó sus exámenes en octubre 
del 1954. 

En la página 118, entre el grupo de cirujanos generales aparece el doc¬ 
tor Francisco L. Raffucci con una nota al efecto de que ha hecho estu¬ 
dios postgraduados con beca del gobierno. Nos informa el propio intere¬ 
sado que él nunca ha disfrutado de tal privilegio. 

Lamentamos sinceramente estos errores. 
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One milk they tolérate 
from the very first feeding 

Pet Evaporated Milk is always soft curd milk ... a milk that 
is so easy for babies to digest that it resembles human milk jlt 
in this important quality ... a milk that babies tolérate 
and thrive on from the start. Pet Milk is one milk f 

you can always depend on for ready digestibility, 
complete safety, and all the body-building 
nourishment of milk . . . And it costs so little— 
less than any other form of milk, far less than 
special infant feeding preparatiom. 

Favo red Form of Milk 
For Infant Formula 



PET MILK CO M PAN Y, ARCADE BUILDING, ST. LOUIS 1, MO. 

Distribuidores: B. FERNANDEZ & HNOS., INC. 

San Juan, Puerto Rico 













Chloral Hydrate in Suppository Form 





The NEOCERA Base 
A special blend of water-soluble 
waxes requiring no refrigeraron. 
Advantages 

Non-barbiturate, non-cumulative 
and no gastric disturbances. Ac- 
curate and pre-measured dosage 
without any rectal discomfort or 
irritation. No leak-back after in- 
sertion. Rapid solubility assures 
prompt sedation. 

Supplied 

Aquachloral Supprettes, 5 grains 
(green), 10 grains (blue), 15 grains 
(yellow) in jars of 12. 


Professional Samples Upon Request 


MEMPHIS 3, TENNESSEE 


TwebsterT 











Mayor uniformidad en 

la alimentación infantil 


Como Ud. sabe, la dieta del bebé no debe 
variar de día en día. 

Cuando el bebé se cría con Klim, Ud. 
puede estar seguro de que su dieta no variará 
porque Klim es uniforme. Klim es sometida 
a frecuentes ensayos para resguardar esta 
uniformidad tan necesaria—así como su pu¬ 
reza, seguridad y alta calidad. 


EXCELENTE PARA LOS BEBES 

Klim es preparada bajo las más estrictas 
normas de calidad . . . normas que no sólo 
gobiernan su elaboración, sino que se ex¬ 
tienden hasta el cuidado de las mismas vacas 
que producen la leche original. Y el envase 
especial de Klim conserva sus excelentes 
cualidades libre de toda contaminación. 
¡Puede usted recetar Klim sin reserval 


KLIM 

LA PREFERIDA 
EN TODO EL MUNDO 

Para informes profesionales y tablas de alimentación, diríjase a: 

BORDEN COMPANY, 350 MADISON AVENUE, NEW YORK 17, N. Y., Ü. S. A 

Distribuidores para Puerto Rico: 

PLAZA PROVISION COMPANY, Fortaleza 104, San Juan, P. R. 






























OINTMENT 


rich in 

COD LIVER OIL 

to keep 

baby’s skin clear, 
smooth, supple, 
free from rash, 
excoriation 
and chañng 



Desitin Ointment has proven its soothing, 
protective, healing qualities 1 ' 4 in over 30 
years of use on millions of infants in... 


DIAPER RASH - DERMATITIS • INTERTRIGO • IRRITATION 



Tubes of 1 oz., 2 oz., 4 oz., and 1 Ib. jars. 

DESITIN CHEMICAL COMPANY 

70 Ship Street • Proridence 2, R. I. 


1. Grayzel, H. G., Heimer, C. B., and Grayzel, R. W.: New York 
St. J. M. 53:2233, 1953. 

2. Heimer, C. B., Grayzel, H. G., and Kramer, B.: Archives of 
Pediatrics 68:382, 1951. 

3. Behrman, H. T., Combes, F. C., Bobroff, A., and Levitlcus, R.r 
Ind. Med. & Surgery 18:512, 1949. 

4. Turell, R.: New York St. J. M. 50:2282, 1950, 


Distributor: 

COMERCIAL GOI)EL, INC. 
Calle Europa 802 
Santurce, Puerto Rico 













Piromen ® 


ALLERGIC MANIFESTATIONS 


OPHTHALMIC 

DISORDERS 


DERMATOSES 


(PSEUDOMONAS POLYSACCHARIDE) is proving 

effective in the control of a wide variety 

of allergies, dermatoses, and certain ophthalmic disorders. 

When injected, it produces a leucocytosis 

and initiates generalized activation of the reticulo- 

endothelial System. Supplied in 10 cc. víais containing 

either 4 or 10 gamma (micrograms) per cc., 

Piromen may be used safely within a wide dosage range. 


For a comprehensive booklet (lelailing the use of 
this ejjeetive therapeutic agent, rnerely ivrite 
" Piromen” on your Rx, and mail to — 



Manufacture,i by TRAVENOL LABORATORIES, INC. 

a subsidiary of BAXTER LABORATORIES, IXC., MORTOX GROVE, ILLINOIS 














moderna terapéutica 

en VAGINITIS 


50% de las mujeres enfermas sufren de derrames 
vaginales, y su pH es el índice. 

Siendo la acidez el factor terapéutico más importante 
en Vaginitis, DOMOGYN, con un óptimo pH de 4.2, 
controla rápida y efectivamente esa condición, resta¬ 
blece óptima acidez y normaliza la flora vaginal. 



Una cucharadita de DOMOGYN en polvo o el con¬ 
tenido de un sobre de DOMOGYN, en dos litros de 
agua caliente, forman una suave ducha terapéutica. 


De venta en todas las farmacias 



Distribuidores: LUIS GARRATON, INC. 

Fortaleza 352 - Tel. 3-1593 - Apartado 2984 - San Juan, P. R. 







UNA MANERA SENCILLA DE ESTIMULAR LA 






Todos los alimentos 
BEECH - NUT para bebés 
han sido aceptados por el 
Consejo de Alimentos y 
Nutrición de la Asociación 
Médica Americana, como 
también todas las afirma¬ 
ciones en cada anuncio de 
Alimentos BEECH-NUT 
para bebés. 


1 Cuando una madre preocupada le pregunte 
I qué hacer para que su bebé coma más, usted 
puede ayudarle a comprender que un niño 
obtiene mayores beneficios de sus alimentos 
cuando los come con gusto. 

No se puede esperar que un niño prospere 
desde el punto de vista nutricional ni emotivo, 
cuando las horas de sus comidas están impor¬ 
tunadas por ruegos y contrariedades. 

Es beneficioso para sus pequeños pacientes el 


que BEECH-NUT incorpore al agradable sabor 
de sus alimentos un positivo valor nutritivo. 
Ahora, con más variedad que nunca entre la 
cual escoger, BEECH-NUT hace más fácil que 
las madres complazcan a los pequeños pacien¬ 
tes de usted, y mantener felices las horas de 
las comidas. 

Una amplia variedad que usted puede reco¬ 
mendar: Sopas de Carne y de Vegetales, Frutas, 
Vegetales y Postres. 


BEECH-NUT 


ALIMENTOS para MINOS 


Envasados en frascos de cristal 


Distribuidores Exclusivos para Puerto Rico: 

JOSE MALGOR y CIA., Tetuán 305, San Juan, Puerto Rico—Teléfono: 2-2200 

& -» _ 

















A sus pacientes 


Furacin 

marca del nitrofurazone Eaton 

Supositorios 
Vaginales 

Reducen a un mínimo 
el mal olor y la secreción 

Los Supositorios Vaginales de FURACIN 
actúan con gran eficacia y rapidez contra la 
leucorrea debida a infecciones cervicovaginales 
producidas por una gran variedad de gérmenes 
patógenos, tanto Gram-positivos como 
Gram-negativos. La secreción disminuye, el mal 
olor desaparece y la curación se acelera. Además 
de su eficacia en la leucorrea, tan corriente en 
las mujeres que han tenido hijos, el Furacin 
es sumamente valioso en los períodos 
preoperatorio y postoperatorio de cirugía 
cervicovaginal y para empleo sistemático 
durante la radio-terapia del carcinoma del 
cérvix. 

Referencias: (1) Doyle, J. C.: Urol. & Cutan. Rev. 55: 
618, 1951; (2) Weinstein, B. B., y Weinstein, D.: 
Mississippi Doctor 29: 117, 1951; (3) Schwartz, J.: 

Am. J. Obst. & Gynec. 63: 579, 1952; (4) Schwartz, J., 
y Nardiello, V.: Am. J. Obst. & Gynec. 65: 1069, 1953. 


con leucorrea 
les gustarán los 



• FACILES DE USAR • NO MANCHAN LA PIEL 

• INODOROS ’ SUAVIZANTES 

Formula: 

Los Supositorios Vaginales de Furacin contienen 0,2% 
de Furacin en una base hidrosoluble autoemulsificante. 
Cada supositorio está herméticamente sellado, lo cual 
evita la filtración de los mismos aún cuando haga 
mucho calor. 

Presentación: En cajas de 6 y 12 supositorios. 

También: Furacin Supositorios Uretrales, para 
tratamiento sencillo y eficaz de la uretritis femenina. 



NORWICH, NEW YORK, E.U.A. 


IOS NITROFURANOS —UNA CLASE SINGULAR DE ANÍ1MICR0BIAN0S 0ih (mJ b PRODUCTOS DE LA INVESTIGACION CIENTIFICA DE EATON 

Distribuidores: CESAR CASTILLO, INC., Edificio Camaleglo 
Avenida Muñoz Rivera 70 - Hato Rey, Puerto Rico 



A LOS SEÑORES MEDICOS 


Nos complacemos en recordarles que desde hace 25 
años somos distribuidores de los productos de ELI 
LILLY, de los cuales siempre tenemos completo 
surtido en existencia. 


J. M. BLANCO. INC. 

(Droguería Blanco) 


ASAMBLEA ANUAL 

Diciembre 6-10, 1955 

ANOTE ESTA FECHA EN SU CALENDARIO 










THE NEW YORK POLYCLINIC 


ESCUELA DE MEDICINA Y HOSPITAL 



Organizada 

en 1881 



La Primera Institución Medica 

de América para Fostgraduados 



ANESTHES1A 

GYNEOOLOGICA i. and obste- 




TRIGAL PATIIOLOGY 



A tliree montlis full time course 
covering general and regional anes- 
1 líenla wlth special demonstra! ions 
in the elinics and on tile cadáver 
of caudal, spinal, field blocks, ete.; 

A conree covering tlie. emb-yolo- 
gica!, pliysiological and patbologi- 
cal < bangos, gross and microscopio, 
(tecurring in thc feniale genital 



instruction In intravenous anes- 

traet. Tlie above vvill be illustrat- 



a, thernnv, resuseita- 




tion^ aspira! ion bronelioscopy; 




attendanee at deparlmental and 

a"d microscopio slides. Tlie nevvc • 



general eonferenees. 

discovcrics in hematology, vvitb 
particular reference to heinolytie 



UROLOGIA 

Curso combinado en Urología, cu¬ 
briendo un año académico (8 me¬ 
ses). Kste curso comprende ios- 

disease of tlie newborn. blood 
grouping and transfusión rca< t- 
ions, surgical. sponge and as- 
l>i!alian biopsies. 



SURGERY AND ALLIED 


truceión en farmacología: fisiolo¬ 
gía; embriología; bioquímica; bac- 


teriología y patología; trabajo 
práctico en anatomía quirúrgica v 

SUB.JECTS 



procedimientos urológicos opera- 

A full time combineé surgical 



torios en el cadáver; anestesia re- 

course comprising general surgery, 



gional y general (cadáver) : gine- 

traumatic surgery, abdominal sur- 



colegía en la oficina; diagnóstico 

gery gastroenterelogy, proctology. 



proetológieo; el uso del oftalmos- 

g vnecolo"ieal surgery, urologieal 



copio; diagnóstico físico; interpre- 

surgery. Attendanee at leetures. 



(ación roentgenológica; interpreta- 

ivitnessing operations, evaminatinn 



clón electroenrdiográfiea; derma- 

of patients pre-operatively and 



tología y sifilología; neurología: 

post-operatively and follow-up in 



terapia física; instrucción conti- 

tlie wards post-operatively. Pa- 



nua en diagnóstico cistoendoscó- 

thólogy, roentgenology, physical 



pico y manipulación del instrn- 

medicine, anesthesia. Cadáver de- 



mental quirúrgico; clínicas opera- 

inonstrations in surgical anatom.v, 



torias; demostraciones en el tra- 

tlinracic surgery, proctology, or- 



tamlento quirúrgico de tumores de 

thnpedics. Operative surgery and 



la vejiga y otras lesiones vesica- 

operative gynecology on tlie ca- 



Ies, así como resección endoscó- 

daver; attendanee at departmental 



pica de la próstata. 

and genernl eonferenees. 



Para información sobre estos y otros cursos diríjase a: 



The Dean, 345 West 50th 

St., New York 19, N. Y. 





ASOCIACION MEDICA DEL DISTRITO ESTE 

*) . . .. 

ASAMBLEA ANUAL 

Agosto 19 y 20 1955 


J 


























Same hard candy form as Pondets 
;—pleasant tasting 


Sul-Pondets 

Sulfa plus antibiotics 

Affording the combined therapeutic advantages of: 

2 potent antibiotics 

je Penicillin (20,000 units) 

^ Bacitracin (50 units) 

efficient penicillin—potentiating sulfonamide 

je Sulfadiazine (2 grains) 

highly active topical anesthetic 

je Benzocaine (3 mg.) 

Supplied: Jars of 36 troches 

Sul-Pondets® 

PENICILLIN — BACITRACIN — SULFADIAZINE 

Troches with Benzocaine 



® 



Distribuidores: FRANCISCO N. CASTAGNET 
P. O. Rox 2506 — San Juan, P. R. 





complemento dietético 
potente y completo 



(Complementos Vitamínicos y Minerales, Lilly) 

provee once vitaminas esenciales 
más diez minerales 


Construcción laminada especial 
que protege la potencia 

CADA TABLETA CONTIENE: 

Vitaminas 


Mononitrato de Tiamina 

10 

mg 

Riboflavina 

5 

mg 

Clorhidrato de Piridoxina 

2 

mg 

Acido Pantoténico (como Pantotenato 



de Calcio) 

10 

mg 

Nicotinamida 

30 

mg 

Vitamina B JO (equivalente de actividad) 

3 

mcg 

Acido Fólico 

0.1 

mg 

Acido Ascórbico (como Ascorbato de 



Sodio) 

100 

mg 

Alfatocoferol (como Succinato de 



Alfatocoferil) 

5 

mg. 


Vitamina A Sintética 10,000 U. I. 

Vitamina D Sintética 1,000 U. I. 


Minerales 


Aproximadamente 


Hierro (como Sulfato Ferroso) 

Cobre (como Sulfato) 

Yodo (como Yoduro de Potasio) 
Cobalto (como Sulfato) 

Boro (como Acido Bórico) 

Manganeso (como Glicerofosfato) 
Magnesio (como Oxido) 

Molibdeno (como Molibdato de Amonio) 
Potasio (como Cloruro) 

Zinc (como Cloruro) 


15 

mg 

1 

mg 

0.15 

mg 

0.1 

mg 

0.1 

mg 

1 

mg 

5 

mg 

0.2 

mg 

5 

mg 

1.5 

mg 


Dosis profiláctica: 1 tableta al día 
Disponible en frascos de 30 y 100 



CALIDAD - INVESTIGACION - INTEGRIDAD 


Eii Lilly Pan American Corporation 
Endianapolls 6 , Indiana, E. U. A. 





EDICION DEL HOSPITAL SAN PATRICIO 
(ADMINISTRACION DE VETERANOS) 



DE LA 


ASOCIACION MEDICA DE PUERTO RICO 


Vol. 47 Mayo, 1955 No. 5 

PORTAL HIPERTENSION _ 1(59 

Luis A. Passalacqua, M.D., Santurce, P. R. 

PREVENTIVE MEDICINE FROM THE PHYSIATRIC POINT OF YIEW___ 178 

Hervían J. Flax, M.D., Santurce, P. R. 

BRUCELLOSIS_ 189 

Jenaro Haddock-Suárez, M.D., Rio Piedras, P. R. 

ACETE HEPATIC INSCFFICIENCY IN ALCOHOLIC CIRRHOSIS_ 195 


Julio V. Rivera, M.D., Río Piedras, P. R. 


THE PRORLEM OF THE COIN LESION_ 203 

Alfred L. Axtmayer, M.D. and Laszlo Ehrlich, M.D., Santurce, P. R. 


PARTIAL OBSTRUCTION OF THE PYLORUS DUE TO A MUCOSAL 
DIAPHRAGM OF CONGENITAL ORIGIN_ 211 

Luis A. Passalacqua, M.D. and Calixto Romero, M.D., Santurce, P. R. 



Entered as second class matter, January 
Puerto Rieo, under the 


San Juan, 


TECHNICAL ADYANCES IN THE ROENTGE 
TION OF CARCINOMA OF THE 


Laszlo Ehrlich, M.D., Santurce, 
















JUNTA EDITORA 


Héctor M. Vallés, M.D. 

Presidente 


R. Jiménez-López, M.D. 
Luis M. Morales, M.D. 

A. Díaz Atiles, M.D. 

M. Fernández Fuster, M.D. 


A. Rivera Trujillo, M.D. 
Manuel E. Paniagua, M.D. 
José A. de Jesús, M.D. 
Blás Ferraiuoli, M.D. 


OFICINA ADMINISTRATIVA: 

Edificio de la Asociación Médica de Puerto Rico, Ave. Fernández Juncos, 
Parada 19, Apartado de Correos 9111, Santurce, P. R. 

FECHA DE PUBLICACION: 

Día último de cada mes. 

TRABAJOS ORIGINALES: 

Los trabajos originales deben ser enviados al presidente de la Junta 
Editora, Apartado de Correos 9111, Santurce, P. R., o entregarse direc¬ 
tamente en la Secretaría de la Asociación Médica, Avenida Fernández 
Juncos, Parada 19, Santurce. P. R. 

Los originales deben venir escritos a máquina, a doble espacio. 

No se devuelven originales. Los autores son responsables de las opinio¬ 
nes que emitan en sus artículos. Ningún artículo publicado en el Boletín 
podrá ser reproducido sin la previa autorización escrita del Presidente 
de la Junta Editora. 

CITAS BIBLIOGRAFICAS: 

Las citas bibliográficas deberán mencionar, en el siguiente orden de 
sucesión: apellido del autor; iniciales de sus nombres; título del traba¬ 
jo; título del periódico (abreviado); volumen, página y año. Las citas 
llevarán un número de acuerdo a su orden de presentación en el texto 
y correspondiente a la numeración colocada al final. 

Ejemplo: 1. Koppisch, Enrique: Pathology of Arteriesclerosis, Bol. 

Asoc. Med. de P. R., 4<>: 505, (Noviembre) 1954. 

ILUSTRACIONES: 

Las fotografías que acompañen el artículo deberán estar bien presenta¬ 
das. Los dibujos y esquemas deberán estar hechos en tinta negra sobre 
papel blanco. Todas las ilustraciones deberán estar numeradas y se de¬ 
berá indicar la parte superior de las mismas. Cada ilustración deberá 
venir acompañada de la leyenda correspondiente. 

ANUNCIOS Y SUSCRIPCIONES: 

Información en relación con anuncios y suscripciones será suministrada 
a solicitud en la Secretaría de la Asociación. Todo material de anuncio 
está sujeto a la aprobación de la Junta Editora. 

SUSCRIPCION: 

$5:00 al año. 



FOR TEACH1NG 


— and LOWEST ¡n Cost 


(afeetá ty((telc¿ccfieS /ol cvel jOO ^/ealá 


Spencer Júnior Stereoscopic Microscopes possess 
a unique combination of features valuable in class- 
room instruments. They are low in height and have 
sligbtly inclined eyepieces — as a result fatigue is 
reduced and students see clearly with comfort with- 
out straining necks and backs. Models with double 
revolving nosepieces require only a quick X A turn to 
switch from one power to another. Shielded by a 
circular housing, the paired objectives are completely 
protected from dust as well as abusive handling. 
Spencer Júnior Stereoscopic Microscopes provide 
clear, erect images and wide, fíat fields. Magnifica- 
tions range from 6.8X to 98X. Priced well below 
other stereoscopic microscopes, they appeal to the 
school with a limited budget. 


American |p Optical 

companv 

Instrument División 
Buffalo 15, New York 


SPENCER 


Representantes Exclusivos: 


PUERTO RICO OPTICAL COMPANY 

San Francisco #363 - San Juan, P. R. 












\jllOH5 

ravenous 


UtCTABtE 

\ntrarnuscu 


i» 




to relieve nausea and vomiting 
of pregnancy and ¡n adoles- 
cent acné 




PYRIBEXIN 


: : : : : : : : :: 


(Pyridoxine HCI Thiamine Chloride) 
Each 1 cc contains: 

Vitamin Bl ...50 mg 

Vitamin B6.50 mg 

VIALS OF 10 cc 


IROBLEX 


for use ¡n hypochromic and 
tritional anemias 


(Iron - Liver - B Complexl 
Each cc contains: 

Thiamine HCl (Bl) .100. 

Riboflavin (B2) . 0.Í 

Pyridoxine HCl (B6) . 1. 

NICOTINAM1DE . 50. 

IRON CACODYLATE . 10. 

LIVER (10 U.S.P. UNITS 

PER CC) . o.; 

Phenol (As preservative) 0.5% 

VIALS OF 10 cc 


Improved 


Formula 


NION CORPORATION los angeles 38, california 

JOAQUIN BELENDEZ SOLA, INC. 

PO. BOX 1188, SAN JUAN, PUERTO RICO 











































Ahora, aún los pacientes gravemente enfermos pueden 
ser alimentados fácilmente con el equivalente nutritivo de las 
“tres comidas diarias”, lo cual contribuye a su 
pronto restablecimiento acortando la convalecencia. 


adecuado, 

en 

cmdkké^ 
aémadm 


SUSTAGEN 

alimento completo para administración por sonda u oral 


La "dieta" para 24 horas de 900 g.de 
Sustagen satisface o excede las reco¬ 
mendaciones de la Junta de Alimentos 
y Nutrición del Consejo Nacional de 
Investigación de los E. U. A. 

Calorías. 

. 3500 

Proteínas. 

_210 g. 

Grasas. 


Carbohidratos. 


Vitaminas y Minerales: 


Vitamina A.5000 unidades 

Vitamina 0.500 unidades 

Acido ascOrbico. 


Tiamina. 


Riboflavina. 


Niacinamida. 


Pantotenato de calcio. 


Clorhidrato de piridoxina.. 


Bitartrato de colina. 


Acido ffllico. 


Vitamina Bu.4 microgramos 

Hierro. 


Calcio. 

.6.3 g. 

FOsforo. 


Sodio. 

.1.9 g. 

Potasio. 

. 1 i- 

Disolución para sonda: 

1 taza (150 g.) de 

Sustagen 

por cada 300 cm. 3 
de agua. 

(10 oz.) 

Disolución para 
administración oral: 

1 taza (150 g.) de 

Sustagen 

por cada 240 cm. 3 
de agua. 

(8 oz.) 


Los informes sobre aumento de peso en los pa¬ 
cientes alimentados exclusivamente con Sustagen 
por más de 90 días prueban su valor nutritivo. 

Por sonda— 

Con el Equipo Mead Para Alimentación Por 
Sonda, que consta de una sonda de material 
plástico cuyo diámetro es la mitad del de la sonda 
de goma más pequeña, el Sustagen se administra 
fácilmente sin malestar para sus pacientes. 

La diarrea, calambres y náuseas que a menudo 
acompañan a la alimentación por sonda práctica¬ 
mente no existen cuando se administra el Sustagen. 

Por vía oral— 

El Sustagen se mezcla fácilmente con agua ha¬ 
ciendo una bebida deliciosa para sus pacientes a 
dietas restringidas, con peso subnormal o desnu¬ 
tridos, y cuando la alimentación por sonda es 
descontinuada. 

Presentación: En polvo. Latas de 454 g. y 1.13 kg. 


MEAD JOHNSON & COMPAN Y, EVANSVILLE, INDIANA, E. U. A. 

S-J-l-55 ' 

P. O. Box 30S1 — San Juan, P. K. 
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B-HUTRON tablets 

supply essentially the same 

may prefer ta»"”- 
, oorl6oi - s y rup 


B-NUTRON 


' HOWJ’ 


Each Tampocnful (5 cc.) eontoin» 

THIAMINE CHIOtIDE (»i ).... * *•' 

utoruviN Hj).® , ' 

PYRIDOX1NE (•»)• .. „ "* 

niacinamide .'* *' 

EERROUS GlUCONATE ' 9 ' 

MANGANESE SODIUM 

CITRATE N. E. Vil* . * f - 

Procurcal wlth «••«ok Acial 0.2% 

*Nood in human nutfition ha* not baan alio > 



NION CORPORATION • LOS ANGELES 38, CALIFORNIA 


Exclusive Distributors: 
JOAQUIN BELENDEZ-SOLA INC. 

P. O. Box 1188 Tel. 3-5010 

San Juan, Puerto Rico 
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The primary concern of the 
dermatologist is embodied in the 
dictum, “Primum Non Nocere,” 
meaning “ First do no harm .” 12 

A major attribute of Desitin 
Ointment is its non-sensitizing, 
non-irritant, non-toxic 4 ' 6 quality 
even when applied over extensive, 
raw skin areas. To soothe, protect, 
lubrícate, and accelerate healing 
... without causing “therapeutic” 
or “overtreatment” dermatitis 




OINTMENT 

rich in cod liver oil 


in diaper rash • wounds (especially slow healing) 
lllcers (decubitus, varicose, díabetíc) • blims 

dermatoses • rectal irritation 



Tubes of 1 oz. ( 2 oz., 4 oz., and 1 Ib. jars. 


May we send SampleS and literatnre? 

DESITIN CHEMICAL COMPANY • 70 Ship Street, Providence 2, R.l. 


1. Overall, J. C.: Southern M. J. 47:789, 1954.2. Editorial: New England J. M. 246:111, 1952. 

3. Grayzel, H. G., Heimer, C. B., and Grayzel R. W.: New York St. J. M. 53:2233, 1953. ^ 

4. Heimer, C. B., Grayzel, H. G., and Kramer, B.: Archives of Pediatrics 68:382,1951. w 

5. Behrman, H. T., Combes, F. C., Bobroff, A., and Leviticus, R.: Ind. Med. & Surg. 18:512, 1949. 

6. Turell, R.: New York St. J. M. 50:2282,1950. 


Distribuidores: COMERCIAL GODEL - Calle Europa 802 
Tel. 3-1061 - Santurce, P. R. 

P. O. Box 1081 - San Juan, P. R. 













A/o-¿ Obo-n /¡lañe — 

but many other nutritional factors are usually 

involved in SECONDARY ANEMIAS 

FERBETEX 

5 )TR AND 

supplies a well-rounded, well balanced therapeutic 
combination of essentials. 

Each tablet provides : 


FERROUS GLUCONATE _3 grains 

LIVER CONCENTRATE_3 grains 

B-COMPLEX VITAMINS 

Thiamin _ 2 mg. 

Riboflavin _ 2 mg. 

Ca. Pantothenate _ 1 mg. 

Pyridoxine _ 0.5 mg. 

Niacinamide _10 mg. 

FOLIC ACID _ 0.5 mg. 

ASCORBIC ACID_20 mg. 

and 

VITAMIN B-12 _3 micrograms 


An Efficient hematopoietic, FERBETEX is remarkably well toler- 
ated, with optimal nutrient utilization, and least gastrointestinal 
upsets. 

Bottles of 50 and 100 capsules shaped tablets. 

Physicians’ Samples and Literature upon request. 


Exclusive Distributors: 
JOAQUIN BELENDEZ-SOLA, INC. 

P. O. Box 1188 Tel. 3-5010 


San Juan, Puerto Rico 














C I B A 

S U M M I T, N. J. 
2/2103M 


potent anti-diarrhea agent 
now available m fhe U.S.A. 

Entero-Vioform, a powerful agent for use in 
simple infectious diarrhea and amebic dysen- 
tery, is now available for the first time in the 
United States. This well-tolerated, virtually 
nontoxic anti-diarrhea agent is especially 
useful for travelers, who are particularly 
vulnerable to diarrhea. 

Entero-Vioform is available in tablets (also 
known as Vioform® tablets), each contain- 
ing 250 mg. iodochlorhydroxyquin U.S.P. 

VIOFORM G> (¡odochlorhydroxyqu¡n U.S.P. CIBA) 



Salicylates and cortisone have com - 
plementary act'ion when combined ... 


Smaller doses of each are sufficient to 
produce a therapeutic response equiv- 
alent to massive cortisone therapy. 
With smaller doses, side effects are 
absent, thus permitting SALCORT 
therapy over a prolonged period. 
THERE ARE NO WITHDRAWAL 
PROBLEMS WITH SALCORT. 

Salcort provides safe, dependable re- 
I¡ef ¡n arthritic affections. Early func- 
tional ¡mprovement and a sense of well 
being are significant in a large per- 
centage of patients. 

Each tablet contains: 

Cortisone Acétate .2.5 mg. 

Sodium Salicylate .0.3 Gm. 

Aluminum Hydroxide Gel, dried.0.12 Gm. 

Calcium Ascorbate . 60 mg. 

(equivalent to 50 mg. ascorbic acid) 

Calcium Carbonate . 60 mg. 

professional literature and sample 
available on request 

THE S. E. MASSENGILL COMPANY 

BRISTOL, TENNESSEE 



Distribuidores: COMERCIAL GODEL - Calle Europa 802 
Tel. 3-1061 - Santurce, P. R. 

P. O. Box 1081 - San Juan, P. R. 



























































physicians and youngest padents alike ... will welcome 


Terramycin* Pediatric Drops 

(brand of oxytetracycline amphoteric) 


.. .an ideal new 
d osa ge form of 

broad - spectrum 
antibiotic therapy 


Solé Distributors: 


Represcnting: 


EST.1849 


fies 


Each vial contains 1.0 Gm, 
of TERRAMYCIN in powder form, 
to be reconstituted with 
water; this provides a total 
dosage generally adequate 
to cover the course of most 
pediatric infections. 

Delicious raspberry flavor 
Simple administration 
High concentration 
Flexible dosage 
Miscible with all feods 
Excellent toleration 

*Tradematk ot Chas. Plizci & Co., Inc. 







acción antibacteriana 
y desodorante rápida 
en la otitis 


Furacin 

marca del nitrofurazone Eaton 

Oto-Solución Anhidra 



FUBACIN 

MBWñOüS 

WRSOLUTION 


El Furacin, por las grandes ventajas que presenta, sim¬ 
plifica extraordinariamente el tratamiento de las otitis 
media y externa. Ejerce acción antibacteriana sobre la 
gran mayoría de los gérmenes importantes clínicamente. 
La mayor parte de los pacientes se curan o mejoran nota 
blemente muy pronto ! - 2 . A los enfermos con otitis media 
crónica les agradará porque reduce considerablemente la 
secreción con mal olor 3 . 

(1) Uousjlass, C. C.: Laryngoscope 08 : 1274, 1948; (2) Anderson, J. R., y 
Steelc, C. H.: L.iryagoscope 08 : 1279, 1948; (3) I.onsj, P. H.: A-B-C’s oí 
Sulfonamide and Antiblotlc Therapy, Philadelphlu, W. B. Saunders, 1948, 
p. 1.52. 

EFICAZ EN PRESENCIA BE PUS • SE MEZCLA FACILMENTE CON 
LOS EXUDADOS • VIRTUALMENTE NO IRRITANTE • TOXICIDAD 
TISULAR INSIGNIFICANTE • ESTABLE 

Formula: El Furacin Oto-Solución Anhidra (Furacin Anhy- 
drous Ear Solution N.N.R.) contiene 0,2% de Furacin disuelto 
en un líquido no acuoso, higroscópico, compuesto de glicol 
polietileno. 

Presentación : En frascos de 30 c.c., con cuentagotas. 



NORWICH, NSW YORK, E.U.A. 


UiO 


IOS NITROFURAN 0 S—UNA CLASE SINSUÜR OE ANflMICROBIANUS^O, PRODUCTOS DE LA INVESTIGACION CIENTIFICA OE EATON 


Distribuidores: CESAR CASTILLO, INC., Edificio Camaleglo 
Avenida Muñoz Rivera 70 - Hato Rey, Puerto Rico 




true choleretic action 


WHAT IT IS 

Gallogen is a true choleretic, not a bile salt. It is che synthetic active 
ingredient of the ancient drug Cúrcuma. Chemically it is the dietha- 
nolamine salt of the mono-d-camphoric acid ester of p-tolylmethyl 
carbinol. 


WHAT IT DOES 

Gallogen acts directly on the hepatic cells--quickly and positively. 
A marked increase in the formation of bile by the liver follows its ad- 
ministration. This is natural, whole bile in volume and composition. 
Administered to patients with normal liver functions and patients with 
various liver impairments, Gallogen produces a choleresis in proportion 
to the functional capacity of the liver. This choleresis is prompt and 
lasting, the flow beginning in about one hour and lasting one hour or 
more after the onset. 


WHAT IT’S FOR 

Gallogen is indicated whenever it is desirable to increase the flow of 
bile, encourage activity of the gallbladder and promote normal function 
of the biliary system. Gallogen is therapeutically effective in biliary 
dyspepsia, chronic cholecystitis, nonobstructive cholangitis, biliary dys- 
kinesia, biliary stasis, pre- and postoperative conditions where the flow 
of bile is sluggish. 

Gallogen is a useful adjunct in cholecystectomized patients and in 
conditions characterized by incomplete digestión of fats and carbo- 
hydrates, and lack of intestinal motility. 

In X-ray visualization, Gallogen facilitares cholecystography by stim- 
ulating secretion of whole bile. 


Gal I o g 


Gallogen has a long record of clinical safety. It is nontoxic in thera- 
peutic doses. Gallogen is not habit-forming and may be administered 
over long periods of time without developing a tolerance to the drug. 


Contraindicated in acute biliary conditions, common duct obstruc- 
tions, acute hepatitis or marked cholangitis. 


PROFESSIONAL LITERATURE AND SAMPLES AVAILABLE 


THE S. E. MASSENGILL COMPANY Bristol, Tenn. 

Distribuidores: COMERCIAL GODEL - Calle Europa 802 
Tel. 3-1061 - Santurce, P. R. 

P. O. Box 1081 - San Juan, P. R. 








DELICIOSO! \ 
NUTRITIVO! 
SALUDABLE! 


i quiere lo me jor 
pida la marta 















ALL SULFONAMIDES ARE NOT ALIKE 



ELKOSIN 

■ High solubility in footh 
acid and alkaline uriñe 

■ High therapeutic foiood Sevels 
a Low acetylation 

a Low toxicity, low cost 

Tablets, 0.5 Gra. (double-scored). 

Syrup (strawberry-flavored), 0.25 Gm. 
per 4-ml. teaspoonful. 

ELKOSIN® (sulfisomidine GIBA) 


C I B A 


SUMMIT, NEW JERSEY 
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nuevo 

tfkáioiWtomí potente 



Acetazolamida LEDERLE 


Un nuevo diurético oral . . . 

No es mercurial ni derivado de xantina 

El DIAMOX, ampliamente probado y comprobado ya 
en clínicas y laboratorios, es un nuevo producto que 
se indica para el régimen del edema de pacientes cardíacos. 

Administrado todas las mañanas, redunda en una 

copiosa diuresis que dura de 6 a 12 horas 

(sin interrumpir el descanso nocturno del paciente). 

El DIAMOX no es un irritante gastrointestinal ni renal. 

El DIAMOX no produce efecto tóxico cumulativo, 
ni cuando se lo administra, como se 
recomienda, durante un período indefinido. 

Viene en tabletas ranuradas de 250mg para uso oral 



un timbre de honor 


•Morco registrado 


LEDERLE LABORATORIES DIVISION 

CYANAMID INTER-AMERICAN CORPORATION 

49 WEST 49TH STREET, NEW YORK 20, N. Y. 






Para el Tratamiento de las ANEMIAS 


armatinic 

activado capsuletas 

Cada capsúlete de ARMATINIC ACTIVADO 


contiene: 

Sulfato Ferroso Desecado. 200 mg. 

*Crystamin. 10 mcg. 

Acido Fólico. I mg. 

Acido Ascórbico (Vitamina C). 50 mg, 

f Hígado Fracción II, N. F. 

con Duodeno Desecado. ... 350 mg. 


*Lo Vitamina Bt2 Cristalina de los Laboratorios Armour 
t El hígado se digiere parcialmente con una cantidad 
igual de duodeno durante el proceso de manufacturo. 



PRESENTACIÓN: Frascos de 50 y 100. 


Vitamina B 12 con "activador" más concentraciones efectivas de todos los demás 
principios hemopoyéticos para asegurar una rápida y completo respuesta hemo- 
poyética. 



armatinic 

el nuevo LIQUIDO hematínico 

Cada onza fluida de ARMATINIC LIQUIDO 
contiene: 


Fracción Hepática I (Clarificada).... 1.25 gm. 
Citratos de Hierro y Amonio F.E.U.. . 1.30 gm. 

Acidq Fólico.. 2.0 mg. 

*Crystamín... 20.0 mcg. 


PRESENTACION: Frascos de 4 y 8 oz. *La Vitamina B 12 Cristalina de los Laboratorios Armour 


Para una efectiva y rápida respuesta clínica y un sabor refrescante. El Armatinic 
Líquido suministra Vitamina B 12 Cristalina con hígado clarificado y otros importantes 
principios hemopoyéticos en una forma líquida, fácil de tomar, con un sabor agradable. 



THE ARMOUR LARORATORIES chicago 11. ilunois. e. u. a. 

féniejaa/icu3í<ryi&4 c¿e 77¿unc¿ca£ 


TERAPEUTICA FISIOLOGICA MEDIANTE LA INVESTIGACION BIOQUIMICA 


This advertisement appearw in the November, 1952 issue of the following publications: 
America Clínica Eli Farmacéutico Sinopsis Medica Internacional 


Distribuidor: LUIS GARRATON, INC. 

Fortaleza 352 - Tel. 3-1593 - Apartado 2984 - San Juan. P. R. 
















cuando la dieta es de suma importancia.. .-i 





coadyuvante de ia nutrición durante 

el embarazo y la lactancia 


Por suministrar cantidades equilibradas 
de factores vitamínicos y minerales, el 
NATABEC ayuda a asegurar la nutri¬ 
ción óptima tan necesaria para el bien¬ 
estar físico de la embarazada. Se reduce 
la probabilidad de complicaciones obsté¬ 
tricas, generalmente se lleva a cabo un 
pai to más fácil, y a menudo se mejora el 
estado de salud presente y futuro de la 
madre y del niño. 

Cada cápsula NATABEC contiene: 


Fosfato Dicálcico (anhidro) .... 500 mg. 

Sulfato Ferroso.75 mg. 

Vitamina Bu, Cristalizada . . 2 microgramos 

Acido Fólico. 1 mg. 

Vi-Ka-5 (vitamina Ks).0.5 mg. 

Rutina.20 mg. 

Vitamina A. 4000 unidades 

Vitamina D ...... 400 unidades 

Vitamina Bi (clorhidrato de tiamina) . 3 mg. 

Vitamina B 2 (riboflavina). 2 mg. 

Nicotinainida (niacihamida) .... 10 mg. 

Vitamina Bs (clorhidrato de piridoxina) . 1 mg. 

Vitamina C (ácido ascórbico) ... 35 mg. 



dosificación: 

Como suplemento dietético durante el embarazo y 
la lactancia, 1 o más cápsulas diariamente. 

presentación: 

En cápsulas. Frascos de 25. 
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New 

’ t nonbarbiturate 

' 

sedative 



Raudixoid is a tranqurlí'zing agent rather than a hypnotic. Patients on 
maintenance doses usually sleep vvell. beeause insomnia associated with 
anxiety or compulsive behavior disorders may be alleviated. 

Raudixoid dijlers fundamentally from thexharbiturates but is recom- 
mended in a wide variety of conditions for which the barbiturates are 
commonly used: 

• Psychoses, to make the patient calmcr and more manageable. 

• Psychoneuroses, to help relieve anxiety reactions and abnormal inhibí- 
tions, and to diminish obsessive and compulsive behavior. 

• Other behavior disorders, as a tranquilizing agent for the tense and 
anxious patient. 

Raudixoid is nol recommended in hypertension. Adequate hypotensive 
doses may-produce excessive sedation. 

4 0.1 rng. tablets, bottles of 50 

0.5 mg. tablets, bottles of 25 


■RAUOlXOlÓ' IS A IHÁOtMARK 
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¡el alérgico se reanima2 
Ungüento Tópico ele Acetato de 


(Acetato de Hidroeortiaona de Merck & Co., Inc.) 
(la marca original del Compuesto F) 


Los RESULTADOS OBTENIDOS con el 
Ungüento Tópico de Acetato de Hydrocor- 
tone en las dermatitis atópicas han sido califi¬ 
cados de espectaculares. La mejoría aparece 
con rapidez hasta en los casos resistentes 1 . El 
Hydrocortone, por su poderosa acción anti¬ 
inflamatoria, ha resultado sumamente eficaz 
contra el prurito, el edema, el eritema y la 
descamación. 

El paciente lo usa con gusto porque este 
nuevo ungüento no pica ni mancha la piel, y 
se aplica con facilidad. Como basta con pe¬ 


queñas cantidades, resulta económico. No se 
ha comunicado que el Ungüento Tópico de 
Acetato de Hydrocortone haya producido 
reacciones generales 2 . Domina con igual efica¬ 
cia las recaídas, y proporciona un alivio con¬ 
tinuo. 

7. Sulzberger, M. B.,^ col.: J.A.AÍ.A. 151:468, 7 de feb. de 
1953. 

2. Smith, C. C.: A.M.A. Arch. Dermat. & Syph. 55:50, ju!. de 
1953. 

PRESENTACION: Ungüento Tópico de Acetato de Hydro¬ 
cortone: al 1%, en tubos de 5 g. (50 mg. de Acetato de 
Hydrocortone) al 2,5%, en tubos de 5 g. (125 mg. de 
Acetato de Hydrocortone). 


‘Hydrocortone es la marca re¬ 
gistrada de Merck & Co., Inc. para 
su forma de hidrocortisona. Fu( gra¬ 
cias a las investigaciones y a los 
medios de producción de Merck & 
Co., Inc. que se pudo disponer de 
este medicamento, 


MERCK-SHARP &DOHME INTERNATIONAL 

DIVISION OF MERCK * CO.. INC. 

IBA AVEXUS or THE AMKBICAI, KM W VOtK IB. M. V.. U. «. A. 






















new 



new 





the IRON-PLUS formula 


2 Filmtabs contain: 

Elemental Iron. 210 mg. 

(a« Ferrous Sulfate) 

+ 

Bevidoral® . 1 U.S.P. Oral Unit 

(Vitamin B 12 with Intrinsic Factor Concéntrate, Abbott ) 

+ 

Folie Acid. 2 mg. 

Ascorbic Acid. 150 mg. 

Liver Fraction 2, N.F. 200 mg. 

Thiamine Mononitrate.6 mg. 

Riboflavin. 6 mg. 

Nicotinamide. 30 mg. 

Pyridoxine Hydrochloride.3 mg. 

Pantothenic Acid.6 mg. 


now 2-A-DAY dosage 


THE RIGHT AM0UNT 
0F IR0N 


ANTI-PERNICIOUS 
ANEMIA ACTIVITY 


ESSENTIAL 

NUTRITI0NAL 

FACT0RS 



new 




Therapeutic dose for iron-deficiency, nutri- 
tional and pernicious anemias is now only 2 
tablets daily. For prophylaxis in anemias of 
oíd age, pregnaney, and convalescence 
(particularly in post-gastrectomies): 1 or more 
tablets daily as required. 


SMALLER than a dime 




Because of the new Filmtab (marketed only 
by Abbott), new Iberol provides for the 
first time in a tablet of its size—the basic 
antianemia agents plus essential nutritional 
factors, including the complete B complex. 
Tasteless, easy to swallow ... a hard tablet, 
not a soft, sticky capsule. 


now more ECONOMICA!. 


Dosage supply of 2-a-day Iberol Filmtabs 
now lasts 50% longer than the previous 3-a- 
day treatment—and the savings are passed on 
to your patient! Potent new formula pro- 

*T. M. for Abbott’ s film sealed tab- vides increased antianemia activity. . . elim- 
lct9, Pat. Applied for . j r j j j d i i 

inates need lor added B-complex supple- 
mentation. 



4 B B O T T LABORATORIES PUERTO RICO 
Cayay $».. Carntr Wllllam Jonaa * Sqnture* 
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Primera 

... en introducir un 
nuevo y superior antibiótico: 


OlECIiA 


TETRACICLINA 


Y, ahora, primera 


Primera 

... en el campo de la 
investigación antibiótica 


... en lanzar una forma intramuscular 
antibiótica nueva y superior: 


CLORHIDRATO DE 



HCI DE TETRACICLINA CRISTAL 

lülitAMU 



INA 

S C U L A R 




Enva.es: frasco de 100 mg 
(a diluirse cop agua, para inyección, 
agregando 2críi 3 a cada frasco de 100 mg. 

Las soluciones se mantiene.i a la 
temperatura ambiente durante 24 Horas). 

. 

•floreó cíe táurica. 




Las primicias en materia de investigación antibiótica provienen de.: 

LEDERLE LABORATORIES DIVISION, Cyanamld Inter-Ameritan Corporation, 49 West 49th Street, New Tork 20, N. Y 
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PORTAL HYPERTENSION 

TRANSPOSITION OF THE OMENTUM INTO THE MEDIASTINAL SPACE 
ANU LEFT THORACIC CAVITY, WITH LIGATION OF ESOPHAGEAL 
VARICES, SECTION OF VARICES AND ESOPHAGUS, AND ESOPHAGO- 

gastrostomy; report of four cases. 5 

LUIS A. PASSALACQÜA, A.B ., M.D., F.A.C.S* 

The accepted opinión today of the majority of the surgeons 
is that the only rational treatment of Portal Hypertension is the 
establishment of a shunt, either between the splenic and the renal 
veins, with the accompanying splenectomy, or between the portal 
veins and the inferior vena cava. 

The literature on this subject is very extensive and it is entire- 
iy outsid.e the scope of this paper to discuss any of it. 

On the other hand, the literature does not present one single 
instant in which the omentum is brought up into the mediastinal 
space and the pleural cavity with the intention of facilitating the 
portal outflow by inviting the fcrmation of a collateral circula- 
í’on between the portal system and the systemic circulation by 
y ay of the omentum, with the vascular structures of the medias- 
t'num and pleural cavity. 

This type of operation was first performed by me in the 
Veterans Administration, San Patricio Hospital, San Juan, Puerto 
Rico, on January 25, 1949, and until January 1951, four such ope- 
rations were performed. One of these patients had a liver death 
six days after the operation. 

Since over four years have already elapsed since the last 
operation, it seems to me that it would be of some general interest 
to report the cases that survived the operation. 

I would like to mention that in 1947, D.B. Phemister and E.M. 
Humphreys described one case in which the lower portion of the 
esophagus and the upper portion of the stomach were resected to 


* Chief, Surgical Service, V. A. Hospital San Patricio, San Juan, P. R. 

NOTE: The statements and conclusions published by the author are the re- 
sult of his own study and do not necessarily reflect the opinión or policy of 
the Veterans Administration. 
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Figure 1. The purpose of this operation is to invite tile formation of a col- 
latcral circulation between the omentum and the vessels of the thoracic 
cavity. For that purpose the omentum is brought up into the mediastinum 
and the left pleural cavity where it is spread over the lower portion of the 
lung, the csophagus, over the diaphragm and into the mediastinal structures. 
The varices are attacked directly by ligation and section, followed by an eso- 
phago-gartrostomy. 

control bleeding from the esophageal varices. These authors also 
reported a case of total gastrectomy for the same condition. They 
also removed the spleen. Several successful cases of partial eso- 
phago-gastrectomy were also reported by H. D. Adams in 1950, 
P. W. Shafer and C. F. Kittle also in 1950 and by Cari Axel Ekman 
and Phillip Sandblom in 1954. 

Although the stomach was not resected in any of my cases, 
the esophagus was cut near its gastric end, and the mass of di- 
] ated ve.'ns was ligated near the stomach. 

The spleen was not removed except in one case with hyper- 
splenism, but an esophago-gastrostomy was made connecting the 
esophagus to the fundus of the stomach and a portion of the stom¬ 
ach was brought into the pleural cavity. (Fig. 6) 

It was noted that after section of the esophagus, ligation of 
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E8OPHA0Ut 



Fig. 2. The esophageal muscle is cut completely around tho esophagus, and 
¡s dissected by blunt dissection away from the submucosa and the mucosa, 
separating it from the varices of the suhmucosa. 


the cnds of the esophageal varices in the cephalad end of the eso- 
phagus was not necessary, since they immediately collapsed and 
the esophago-gastrostomy could be performed in the usual way. 
(Fig. 3) 

The position of the patient on the operating table was the 
face down position describecl by Overholt íor pulmonary resection. 
I have been using the face down position for esophagectomy since 
1918 and find it to be very satisfactory and convenient. 

Case No. 1 — A 60 year oíd veteran of the first World War 
v.as admitted to the VA Hospital San Patricio, October 27, 1948 
because of severe hematemesis. He had Schistosoma mansoni in 
the stools. The past history reveáis that he had been hospitalized 
elsewhere for moderately advanced tuberculosis in 1946 and stayed 
as an inmate in a TB Sanatorium until his transfer to the VA 
Hospital San Patricio. During his stay in the TB Sanatorium he 
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received Fuadin for Schistosoma mansoni and also marpharsen for 
syphilis. In 1947 he had a profuse hematemesis. Roentgenologic 
study of the stomach demonstrated a duodenal ulcer. No barium 
swallow was made at that time to demónstrate esophageal varices. 
In 1948 he had a second severe hematemesis and transfer was made 
írom the sanatorium to our hospital. 

On admission the spleen was found filling the left side of the 
abdomen to the umbilicus and below the left iliac crest. (Fig. 7). 
The liver was small. Ascitis was present. Hanger test 4+. Icteric 
índex +12. Total blood proteins 7.2 gms. (Albumen 2.7 gms.. glo-- 
bulin 4.5 gm.) Red blood cells 2.8 millions. X-ray of the chest 
showed “chronic tuberculosis, moderately advanced, involving both 
upper lobes”. Repeated sputum examinations were negative. G. I. 
series showed a large niche in the prepyloric región. Barium swal¬ 
low demonstrated large esophageal varices. Following preparation 
with marked improvement, the operation was performed January 
25, 1949 as follows: 



Fig. 3. The esophageal varices have been separated from the muscle layer, 
the mucosa and submucosa with the varices have been tied with silk No. 1, 
cióse to the stomach, and cut across. The proximal end is left untied, as it 
immediately collapses, and then there is no bleeding or evidence of suction. 
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VARICES DO NOT BLEED AFTER 
SECTION tfAKlRG LlGATION 
INNECESSARY aT THE ESOPHA- 
GE AL END. 



DIAJPHRA6M 


v INVERSION OF 
THE LIGATED ESOPHA"^ 
\L STUMP AND SUTURlNi 
. OF STOMACH OVER IT, 


Fig. 4. The esophageal stump is inverted into the stomach and a second row 
of suture? is placed over it completing the closure of the stomach opening. 



Fig. 5. A new esophago-anastomosis is made connecting the esophagus to 
the fundus of the stomach. 
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With the patient in the face down position the left side of 
the pleuial cavity was entered thru the bed of the 7th rib. The dia¬ 
phragm was opened at the central tendón and the esophagus and 
stomach mobilized without disturbing the circulation of the stom- 
ach. The fundus of the stomach was brought above the diaphragm 
together v/ith the omentum. The muscular wall of the esophagus 
w r as cut near the gastric end with a circular incisión, (Fig. 2), 
and the muscle coat pushed upwards and downwards. The mu¬ 
cosa of the esophagus and the large varices were clearly demons- 
trated and tied with #1 silk. (Fig. 5). The omentum was brought 
over, (Fig. 6), fixed by several catgut sutures to the lower sur- 
face of the lung, fan shape manner, around esophagus and to the 



Fig. 6. The fundus of the stomach is seen in the thoracic cavity, following 
csophago-gastrostomy. The omentum is also represented filling the mediastinai 
space, suirounding the esophagus and the lower portion of the lung completely. 
A thin layer of talcum powder was smeared between the contact surfaces of 
the omentum, lung, pleura and diaphragm to stimulate granulation. The autopsy 
in a patient wlio died 9 months after operation showing advanced tuberculosis 
with extensive cavity formation, demonstrated the presence of markedly dilated 
veins and adhesions between omentum and the intrathoracic structures. 
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Fig. 7. - Case I. Roentgenograms demonstrating the size of the spleen bet'ore 
tlie operation. At autopsy the spleen was found greatly reduced in size, 
weighing 400 gms. 

loose tissues in the mediastinum. A thin coat of talcum powdér 
was spread on the surface of the omentum, lung and diaphragjn 
to stimulate the formation of adhesions between these structures. 
The patient went home in good conditíon. Eight months after 
discharge he was called for follow-up studies. He was admitted to 
the hospital in an advanced stage of malnutrition and tuberculosis, 
with peripheral edema and some evidence of ascitis. He claimed 
his home diet was very poor. Did not have hematemesis since 
operation. He died November 9, 1949. Autopsy demonstrated the 
following significant findings: (1) Lungs: extensive tuberculous 
cavitations of both lungs. (2) Definite evidence of collateral cir¬ 
cularon between omentum and the structures in the mediasti¬ 
num, surface of the lung, pleural wall, diaphragm, and between 
the contact surfaces of the intrathoracic portion of the stomach 
and the diaphragm, the left lung and the pleuritic wall. (3) Throm- 
bosis cf the mesenteric vein. (4) Small amount of ascitis. (5) 
Greatly diminished size of the spleen, as compared to the size be- 
fore the operation, (Fig. 7), weight 400 gms. (6) Small cirrhotic 
liver. (7) No evidence of esophageal varices. 

Of apparent importance from the point of view of the opera¬ 
tion is the formation of a collateral circulation, the absence of 
ascitis until the terminal stage of malnutrition, the marked di- 
minution in the size of the spleen. 

Case No. 2 — A 28 year oíd veteran with a history of in- 









17G Bol. Asoc. Me». »e P. R. 


Mayo, 1955 

fectious hepatitis and jaundice in 1948 while in the Army. No 
history or evidence of schistosomiasis. Previous to his admission 
December 15, 1949 to the VA Hospital San Patricio, he suffered 
two severe hemorrhages (hematemesis). The existence of cir- 
rhcsis of the liver, splenomegaly and esophageal varices was con- 
firmed. On July 11, 1950 the operation was performed as descri- 
bed in Case No. 1. 

The patient had pan-hypersplenism, and the spleen was re¬ 
moved January 16, 1952. The patient today is working, is strong 
and feels well. Hematemesis had not recurred. No ascitis. 

Case No. 3 — Veteran, aged 40, who was treated with Fuadin 
because of Schistosoma mansoni. The liver and spleen were easily 
palpable and the X-rays shcwed extremely large esophageal var¬ 
ices. The patient was rather obese and no evidence of ascitis was 
detectable. He did not have bleeding episodes, although his blood 
count was low. The bromosulfalein showed 38% retention in 45 
minutes and a Hanger of 3+ in 48 hours. No evidence of hyper- 
splenism. The operation was performed March 12, 1951 as des- 
cribed in Case No. 1: The esophagus was cut across, the varices 
ligated, the esophagus anastomosed to the fundus of the stomach, 
the fundus of the stomach and the omentum brought up into the 
thoracic cavity and fixed in the mediastinum and base of the lung. 
Recovery was uneventful and his condition today is very good. 
He reports “good health”. The liver is still palpable and the spleen 
is a^o palpable. No liver function tests have been done lately but 
the patient reports that he is working well and in very good con¬ 
dition. No hematemesis. No melena. No ascitis. 


CONCLUSIONS 

1. These three cases represent a very small series and no 
conclusions are attempted. They are presented for what they are 
worth. Besides, very little time has elapsed between the operation, 
íour years nine months in the second case, four years one month 
in the third case. Outside of some esophageal regurgitation, these 
two men are in very good condition today and to all appearance, 
the varices have disappeared. 

2. Perhaps this operation can be simplified by incising the 
esophagus, ligating the varices, as recommended by Crile, and, 
without mobilizing the stomach, bringing the omentum into the 
thoracic cavity. In this way the esophagus is not cut, there is no 



Vou 47 No. 5 


Passalacqua: Pobtai. Hypektexsiojv 177 


need of doing an esophago-gastrostomy and the sphincter in the 
cardia of the stomach is preserved. 

3. The first case demonstrated at autopsy the formation of 
collateral circulation, the marked decrease in size of the spleen 
and the disappearance of ascitis, until the terminal stage, when 
extensive tuberculous cavitations, mesenteric thrombosis and 
severe malnutrition were present. 



PREVENTIVE MEDICINE FROM THE PHYSIATRIC 
POINT OF VIEW* 


HERMAN J. FLAX, M.Ü., M.Sc. ( Phys. Mecí.)** 

A previous paper, 1 delivered severa! years ago during a si¬ 
milar assembly, discussed the physiatric methods of preventing 
i he complications of complete bed rest. The following presentation 
will emphasize the “disuse atrophy of soft tissues” and suggest 
some simple means of preventing this condition in ambulatory 
patients. Usually, by the time this complication is recognized, it is 
more disabling and requires more treatment than the original 
diagnosis. This constitutes an added expense and a loss of earning 
power for the laborer, a shortage of hospital beds and a scarcity 
of treatment opportunities for other patients. 

The selection of some characteristic case histories will stress 
i he importance of the “disuse atrophies” as the main reason for 
continued disability in postural and post-traumatic deformities. 

POSTURAL DEFORMITIES 

Strange as it may seem, postural pain knows no age limit. 
The following three patients are typical examples. 

(1) “Growing Pains” 

A young girl of eleven years was seen because of severe night 
cramps in the lower extremity muscles of several months’ dura- 
tion. The parents paid little attention to this complaint, because 
Ihe child was always'healthy and did not show any constitutional 
signs. One night, however, the girl criéd so much that the parents 
became alarmed and sought medical advice. Questioning reveal- 
ed the fact that suddenly the child began to grow more rapidly, 
and she was taking dancing lessons. There was no past history 
of infectious diseases or trauma. 

The most interesting disccvery was a marked contracture of 
the hamstrings and a lesser shortening of the calí muscles bi- 
laterally. (Figures 1, 2, 3). There was no muscle weakness and 
no limitation in range of joint motion. The calf muscles had nu- 
merous tender, spastic muscle areas, pressure on which repro- 
duced in part the night pains. 


* Presentcd at the 51st Annual Meeting of the Puerto Rico Medical Associa- 
tion, Dec. 10, 1954. 

** Chief Physical Medicine and Rehabilitation San Patricio VA Hospital. 
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This condition is called “growing pains”, and once rheumatic 
disease is ruled out, usually, nothing more is done. This results 
in a permanent shortening of the hamstring muscles and occasion- 
ally the calf muscie, continued pain from muscle spasms and a 
curtailment of the normal child’s play activities with probable 
emotional conflict. Finally, since the hamstrings origínate from 
the ischial tuberosities, they will pulí the pelvis backward and 
downwarcl with a resulting strain on the lumbosacral articulation 
and surroundig soft tissues giving rise to chronic low-back pain and 
poor posture. (Figure 4). 

The proper treatment for this patient is complete rest for a 
few days with local heat and light sedative massage to relieve 
the muscle spasm. Afterwards, a series of exercises to stretch 
the hamstrings and calf muscles is prescribed. Care must be taken 
that this program gradually stretches the muscles; otherwise, 
múltiple minute muscle and connective tissue tears will cause 
more fibrosis and more shortening. When the muscles are stretch- 
ecl to their normal length, calisthenic exercises and stretching 
a.e continued daily over a prolonged period, preferably forever, 
to prevent a recurrence of these contractures. 
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(2) “Low-back Pain” 

The second patient is a civil engineer, 39 years, referred by 
a urologist, who complained of a low-back pain of many years’ 
duration. This pain was localized in the lumbosacral región, did 
not radíate, was more pronounced upon arising in the morning 
and did not improve with activity. The pain was a dull ache, never 
sharp and always present in the middle of the lumbosacral joint. 
Lately, the patient had become so conscious of this pain that it 
interfered with his work. The patient mentioned that he was an 
athlete during his university days but over the past decade had 
exercised very little. He had gained a great deal of weight lately. 

The patient was of stocky build with no muscular weakness 
and no limitation of joint motion. There was a marked contracture 
of the hamstrings bilaterally. The legs extended only to 45 degrees 
with the hips flexed, when normally, they should extend to a right 
angle. There was pain on pressure over the lumbosacral región. 
Several tender, spastic muscle masses were palpated in the lumbo- 
paravertebral and gluteal regions. The patient lacked 13 inches 
to touch the floor with the knees extended. Neurological exami- 
nation was normal. (Figures 5, 6). 

This is a very common ailment, classified in that vague hodge- 
podge of the “low-back syndrome”. It is a definite clinical entity 
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Figs. 5 & 6 

diagnosed as a “Postural Defect”, caused by disuse atrophy and 
subsequent contracture of the hamstring muscles. These muscles, 
as was mentioned previously, origínate from the ischial tubero- 
sities, and when they are stretched, they pulí the pelvis down- 
ward and backward. This tug-of-war between the strongest muscles 
¡n the body and the lumbosacral joint traumatizes this región, 
causing lumboparavertebral muscle spasm and pain. An unusual 
strain, such as suddenly slamming on the brakes of the automobile, 
the back-bending of the week-end gardener or lifting an object (it 
need not be heavy!) with the knees straight, will precipítate a 
serious trauma with laceration of the tissues around the lumbo¬ 
sacral and sacroiliac joints and a sprain of the lumboparavertebral 
muscles. This gives rise to a severe low-back pain and in some 
patients prolonged disability. Mention only can be made of spastic 
fíat feet and degenerative arthritis of the knee joints, secondary 
to this postural defect. 

Treatment of this condition is aimed primarily at the pre- 
vention of repeated traumata to the soft tissues of the low-back 






182 Bol. Asoc. Med. de P. R. 


Mayo, 1955 


región by relieving the constant pulí of the hamstring muscles 
and establishing a program to stretch the contracted muscles 
gradually. In the acute stage, bed rest on a firm, non-ceding 
mattress for several days is the best treatment. As soon as the 
patlent can get out of bed, short-wave diathermy for thirty min¬ 
utes to the lumbosacral and gluteal regions is advocated follow- 
ed by deep sedative and friction massage to the tender, spastic 
muscle areas. As soon as the spasm is released, the massage is 
discontinued, and manipulation of the low-back is done. This is 
followed by gentle stretching of the hamstrings. A program of 
Progressive and resistive exercises is prescribed as soon as the 
acute pain has disappeared. Usually, the dull ache is relieved in 
three to four weeks, at which time, the patient is discharged 
from office treatment. The exercises and stretching are conti- 
nued at home in increasing amounts over several months or until 
the hamstrings have attained normal length. 

In many instances, it will be impossible to achieve this goal. 
This is especially true of the older patient. It is for these persons 
that the following precautions are most important. Simple meas- 
ures, as sleeping on a firm mattress, using posture chairs that 
support the curves of the back and permit the feet to reach the 
floor easily without any pressure against the popliteal space and 
moving the automobile seat a few inches forward to relieve the 
tensión of the hamstrings, may be all that is required to prevent 
low-back pain. Insofar as possible, the patient should sleep on top 
of the mattress, sit on top of the seat and not be engulfed or 
deceived by the softness of the support. Although difficult for 
many people, their sleeping posture should be changed, so that 
they sleep on their sides with the knees and thighs slightly flexed. 
If they must sleep on their backs, a firm pillow should be placed 
under the knees. In addition, the patient is taught to lift objects 
from a squatting position by extending the thigh muscles and not 
the back. A program of Progressive resistive exercises to strength- 
en the gluteal, back and abdominal muscles is prescribed. At all 
times, the patient is made conscious of his body posture in all 
positions. 

(3) The Executive Back”. 

The third problem of faulty posture implicates the aches and 
pains in the intrascapular región that radíate up into the neck 
and across the shoulder. This was the chief ccmplaint of a phy- 
sician, 34 years, who carne to me in desperation. The diagnosis 
was relatively easy to make in this patient, because he had ruled 
out everylhing else through consultations with several colleagues. 
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Palpation revealed an exquisitely tender spot along the vertebral 
border of the left scapula and especially over the medial angle. 
Pressure on this area immediately provoked the sharp, shooting 
pain that radiated up into the left occipital región and also across 
the left suprascapular area. This syndrome is a common occurrence 
in the executive or white-collar working class. 

The exact reason for the formation of this “trigger” area is 
not known. About as much is known about the formation of the 
“fibrotic” nodules easily palpated in the trapezii and other shculd- 
er muscles in these individuáis. Whether or not this is a muscle 
fatigue pattern, brought about by poor posture and resulting 
disuse atrophy of the muscles connecting the upper extremities 
to the vertebral column, is speculative. 

Another explanation might well be this. In a sedentary oc- 
cupat'on that does not require much lifting or abduction of the 
upper extremities, a disuse atrophy of these muscles occurs. Sucl- 
denly. for some reason, the patient is called upon to abduct his 
shoukler suddenly and forcefully as in carrying a suitcase, lifting 
weights for the first few times, working in the garden or steering 
an automobile. This results in minute tears in the muscles and 
their tendinous attachments. These heal with a scar that is less 
elastic than the original muscle, peritendinous or tendinous tissue. 
These areas are more subject to repeated tears. As a result, a focus 
of irritation is established. This stimulates a reflex pattern of 
pain, spasm, mere pain, more spasm, going around in a viscious 
circle. This reflex can be broken only when the focus of irritation 
or “trigger” area is eliminated. 

The best method of accomplishing this, in my opinión, is to 
infíltrate the area with a few cubic centimeters of one per cent 
Procaine Hydrochlcride Solution, and as soon as the anesthesia 
takes effect to forcefully massage the región with the thumbs. The 
fibrotic nodules in the muscles also should be infiltrated with local 
anesthesia, as they are quite tender to touch. Usually, three or 
four treatments of leeal anesthesia and friction massage are re- 
quired at intervals of 48 to 72 hours before the patient is able to 
tolérate the massage alone. Any other spastic sites in the scapular 
and cervical paravertebral muscles are also massaged until the 
spasm is released. 

Next, the scapulae are manipulated to stretch their attach¬ 
ments. The heacl, neck and shoulder joints are carried passively 
through their complete range of motion. Lastly, a program of 
Progressive resistive exercises for the scapular and shoulder mus¬ 
cles, head traction with a Sayre sling and posture exercises is 
continued daily at home for severa! months. 
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DISUSE ATROPHY AND CONTRACTURE OF SOFT TliSSUES 
FOLLOWING TRAUMA 

Perhaps the most serious complication following trauma is 
the disuse atrophy and contracture of soft tissues, either as a 
result of direct injury and scarring or secondary to immobilization 
in a poorly functional position. In many patients this deformity 
is the solé cause of disability; the original lesión having healed 
withcut any incapacity. 

Three patients will be presented with typical deformities of 
disuse atrophy of soft tissues. In each instance, they recovered 
from the primary trauma. Treatment was directed to improve 
a complication that could have been prevented with early motion 
of the uninvolved joints and exercises. 

(1) Injury to Knee. 

On January 11, 1954, this patient received a slight blow to 
the rignt knee which became painful and swollen. He was seen 
immediately by a physician, who took roentgenograms and pres- 
cribed rest and heat. Within a week, the swelling had disappeared, 
but the patient continued to complain of pain. Local heat, using 
an infra-red lamp, was prescribed in a local dispensary for an ad- 
diticnal two weeks. The patient was discharged and told to re- 
turn to work. Nine months after the accident the patient was seen 
in consultation, because of pain, weakness and instability of the 
right knee. He was unable to work as a chauffer. 

Modérate muscle atrophy of the right thigh was found (Figure 
7), and there was tenderness to pressure over the medial condyle 
of the tibia. The range of motion was normal, and no lateral in¬ 
stability ñor pain on extensión was elicited. There was no synovial 
effusion. Roentgenograms were negative for any intra-or extra¬ 
articular pathology. All the symptoms were secondary to disuse 
atrophy of the quadriceps muscle following contusión to the right 
knee. 

Quadriceps muscle atrophy follows rapidly any injury that 
restricts motion of the knee. My personal experienee has shown 
as much as one-half inch atrophy of the thigh muscles in as little 
as 72 hours after the trauma. Unless the muscle is forced to re- 
gain its normal strength through Progressive resistive exercises, 
this weakness will persist almost indefinitely. 

In the early post-traumatic stage, even if the knee is immo- 
bilized in a cast, repeated quadriceps-setting and straight-leg 
raising exercises will prevent rapid muscle wasting. The patient 
will be made aware of the quadriceps muscle action and will learn 
its valué in stabilizing the knee. As quickly as possible, a program 
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Fig. 7 


cf Progressive resistive exereises is prescribecl, using the tech- 
nique described by DeLorme- or Zinovieff’’ every day. A practica] 
stopping point for these exereises is to raise a weight equivalent 
to the amount elevated by the uninjured side. At this point, if 
there is síül measurable muscle atrophy, all exereises are con- 
tinued until both thighs are equal in size. The only way to insure 
a stable knee is to guarantee a strong quadriceps muscle. 

(2) Limitation of the Shoulder Movements Following 
Forearm Fracture. 

On December 6, 1953, this 42 year oíd man fractured the 
middle thlrd of both left radius and ulna. There was malunion of 
the fragments, and en January 14, 1954, he was referred for an 
open redretion. This was not thcught necessary at this time. A 
new cast was applied, and the patient was sent home. Because of 
non-union, on March 31, 1954, an intra-medullary nailing with bone 
grafts of both radius and ulna was done. 

On April 12, 1954, after 18 weeks of immobilization and 2 
weeks after surgery, the patient was sent to Physical Medicine 
and Rehabilitation Service fer the first time. The fingers, hand 
and forearm were rigid. There was no active shoulder movements 
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above 90 degrees of abduction, and external rotation was zero. 
At his own request, the patient was discharged three days later, 
but he was instructed in a home program of pulley and grasping 
exercises for the shoulder and hand. 

The patient returned on July 14, 1954 and was hospitalized 
on the Physical Medicine Rehabilitation Service for definitive treat- 
ment. Upon discharge on October 22, 1954, after receiving máxi¬ 
mum benefit of treatment, the range of motion of the left upper 
exíremiíy joints had progressed to the stage illustrated in Figures 
8, 9. The fingers tcuch the palm; dorsiflexion of the wrist is 10 
degrees, pronation is 60 degrees and supination is lost; the elbow 
moves from 45 to 90 degrees; and, the shoulder abducts to 80 
degrees, flexes to 100 degrees and moves from 15 degrees of in¬ 
terna] to 25 degrees of external rotation. It was felt, however, 
that the patient would continué to improve with active movements 
around the house and at work on the farm. A program of mo- 
bilization that really began 22 weeks following injury and 15 
weeks aíLcr surgery can hardly hope to accompiish much more 
that the results shown by this patient. 

It is well to point out that the limitation of interphalangeal 
and shoulder joint motion could have been prevented with early 
active and especially passive motion. This hastens the absorption 
of edema fluid, which glues the soft tissues around the joints and 
in muscles, delays disuse atrophy and prevents contractures of 
sof t tiesues. 
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(3) Permanent Deformities Secondary to Soft-tissue 
Contractures. 

This 29 year oíd man was struck on the left forearm on June 
38, 1954. Three surgical procedures were necessary during the 
first mcnth to correct an oblique fracture across the proximal 
third of the ulna and an anterior dislocation of the head of the 
left radius. He was still in a cast from hand to upper arm on 
October 29, 1954, when he carne on his own accord for physical 
therapy. 

The deformities of the left upper extremity can be seen in 
Figures 10, 11. All the fingers and thumb are in full flexión with 
loss of extensión and opposition. The wrist is in complete palmar 
flexión with loss of dorsiflexion, pronation and supination. The 
elbow moves from 45 degrees extensión to 80? The shoulder ab- 
ducts to 60 degrees, is held in internal rotation of 30 degrees with 
complete loss of external rotation. 

The appearance of this hand simulated a comb’ned median 
and ulnar nerve palsy, but electrical stimulation showed response 
cf all muscles to faradic and galvanic currents, and there was no 
sensory déficit. The picture presented is the re:ult of an ischemic 
contraclure of all the muscles below the e'lbow and a pericapsu.lar 
fibrosis with disuse atrophy of the shoulder muscles. 

Treatment of this condition is prevention. Once normal muscle 
íibers are replaced with fibrous tissue, very little can be done to 
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restore the physiological properties of muscle. In the early stages, 
the use of mechanical devices, such as strong traction spiints, con- 
tinuous passive stretching and active movements of the joints 
rnay prevent the severe contracture deíormities. Practically nc- 
thing can be done with physiatric modalities 19 weeks after immo- 
bilization. Nevertheless, treatment was ordered, and six weeks of 
manipulation and traction splinting proved ineffective. The patient 
was referred to the orthopedic surgeon for the possibility of special- 
ized reconstructivo procedures that may improve the function of 
the hand. 


SUMMARY 

Disuse atrophy and contracture of soft tissues, secondary to 
pcstural deíormities and trauma, can be prevented by the early 
and continucus use of physiatric methods. In postural deíormities 
the antigravity muscles, notably the hamstrings and the muscles 
connecting the upper extremities to the vertebral column, are in¬ 
volved. The hamstrings are contracted, and when stretched, they 
pulí the pelvis back and downward, causing low-back pain. Careful 
palpation of the scapular, upper back and neck muscles will un- 
cover múltiple small, tender, spastic areas, which are secondary 
to muscle fatigue and are responsible for high-back pain. These 
pains can be relieved by rest, massage, stretching, Progressive 
resistive exercises and proper body posture. 

To prevent disability following an injury, the affected joints 
should be immobilized only when absolutely necessary and in the 
best functional position. The other joints should be carried through 
full range of motion several times daiiy beginning the day after 
the accident. As soon as possible, Progressive resistive exercises 
should be prescribed to restore muscle strength of the injured and 
atrophied muscles. 
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BRUCELLOSIS , 


PRESENTATION OF THREE CASES, 

JENARO HADDOCK-SUAREZ, M.D* 

Isolation of the Brucella organisms constitutes the only in¬ 
contestable way of establishing a definite diagnosis of Brucellosis. 
Ruiz Castañeda 1 in 1947 described a method which has increased 
considerably the chances of obtaining positive blood cultures in 
human Brucellosis. In this method Trypticase Soy agar slants are 
prepared in various bottles where they are allowed to solidify after 
proper sterilization. A small amount of trypticase soy broth con- 
taining sodium citrate is added aseptically to each bottle and the 
specimen of blood is inoculated into the broth. Incubation is at 
37 9 C in an atmosphere of 10% carbón dioxide. The bottles are 
then tipped on their sides every 48 hours so that the agar slants 
may be bathed and reinoculated by the liquid portion. The organ¬ 
isms in the broth will thus grow more easily on the solid agar. 
In positive cultures growth is generally observed after the sixth 
day of incubation. The cultures are discarded as negative after 
20 days of incubation. 

By the use of this method we have been able to isolate Bru- 
ceíla abortus from the blood of three patients which were admit- 
ted to San Patricio Hospital with fever of unknown origin during 
the course of the last two years. Two cases were classified as 
acute Brucellosis, that is, an illness which has endured three months 
or less; one case as subacute Brucellosis referring to an illness 
whose symptoms have lasted from three to twelve months. These 
three cases are the subject of this report. 

Case No. 1: is the case of a 69 year-old unemployed WWÍ 
veteran from Rincón who was admitted to San Patricio Hospital 
on February 1953 complainíng of generalized pruritus and recur- 
rent bouts of fever. The patient enjoyed good health until the 
latter part of October 1952, when he developed daily chills and 
fever and generalized pruritus. He received Penicillin and Gan- 
trisin; the fever subsided and then he was well for about two 
months. He then again developed chills and fever. He was hosp- 
italized at a VA contract hospital where he had daily spikes in 
temperature for one week. The patient received 14 gm. of Chloro- 
mycetin during the two weeks stay in the contract hospital. The 
agglutination titer for Brucella was 1:50 at that institution. He 
was then transferred to San Patricio Hospital for further studies. 
He admitted drinking raw milk obtained from cows he owned. He 

* Ward Physician, San Patricio VA Hospital, San Juan, Puerto Rico. 
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also admitted drinking considerable amounts of liquor in the last 
two years. 

The positive physical findings on admission were: (1) A rough 
grade II aortic systolic murmur transmitted to the neck vessels. 
(2) An enlarged liver, the lower border of which extended three 
íinger-breadths below the right costal margin. The liver edge was 
firm but not tender. (3) Splenomegaly — the tip of the spleen 
being felt one finger-breadth below the left costal margin. 

The laboratory work revealed a white cell count of 5,800. The 
Schilling differential revealed 31 % PMN, 60% lymphocytes, and 
9% eosinophiles. The corrected sedimentation rate 30 mm. in an 
hour. The hemoglobin was 11.3 gm. The urinalysis was normal. The 
Brucella agglutination titer was 1:800. Blood cultures obtained on 
the 8th, 9th and lOth hospital days were positive for Brucella 
aboríus. Liver function studies revealed: BSP retention of 8% in 
45 min.; a 4+ Hanger test in 48 hours. Thymol turbidity 8.5 units, 
cholesterol esters 75%. Total serum proteins 8.3. A.G. Ratio 4.3/4.0. 
Needle biopsy of the liver showed edema of portal spaces which 
were infiltrated with polymorphonuclear leucocytes and lymphoid 
cells. There were a few focal areas in the liver parenchyma exhibit- 
ing evidence of degeneration associated with an infíltrate of poly¬ 
morphonuclear leucocytes and few lymphoid cells. 

X ray of the chest was negative. Intravenous pyelogram was 
normal. Barium swallow was negative for esophageal varices. 
X-ray of the lumbosacral spine revealed hypertrophic arthritis. 
X-ray of the sacroiliac joints was negative. 

Therapy was started on the 14th hospital day with intra¬ 
muscular Streptomycin 2 gm. daily and Aureomycin by mouth 500 
mg. four times a day. These two antibiotics were given for two 
weeks during which the patient showed little improvement. He 
was anoretic and complained bitterly of low back pain. The pa¬ 
tient was then given a short course of oral sulfadiazine followed 
by combined Streptomycin and Sulfadiazine therapy for three 
weeks. During the 6th hospital week he was given 3 days of intra¬ 
muscular Cortisone because of severe low back pain and toxicity. 
A remarkable improvement followed, however the pain rapidly re- 
curred on discontinuation of the cortisone. The patient became 
afebrile on the 44th hospital day and remained so for the rest of 
the pericd of hospitalization. The patient was seen by the Con¬ 
sulting dermatologist in reference to the generalized pruritus. It 
was his impression that this had no relation to the rest of the 
clinical picture. 

He was then seen one and a half years after discharge. There 
had been no recurrence of the chills and fever, no myalgias or ar- 
thralgias, no recurrence of the pruritic eruption. Physical exami- 
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CASE 1 
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nation revealed an enlarged liver and an enlarged spleen. The blood 
cidture was negative; the brucella agglutination titer 1:100, the 
white cell count 5,500 with 49% lymphocytes. The sedimentation 
rate 5 mm. The Hanger test negative. 

Comments: This is one case in which the correct diagnosis 
could have been easily missed had not Brucellosis been kept in 
mind. The case could have been easily confused with malaria, tu¬ 
berculosis, schistosomiasis, an intra-abdominal lymphoblastoma, 
Hodgkin’s disease or subacute bacterial endocarditis. The ab¬ 
normal liver function and the liver biopsy pointed towards an acute 
hepatic damage. It is well known that Brucellosis involves the 
liver and may be at least a contributing factor in the development 
of portal cirrhosis. The severe low back pain suggested a Brucella 
spondylitis, however X Ray studies failed to reveal evidence or 
bone destruction. The therapy given appears to have been success- 
ful in eradicating the infection as there has been no recurrences 
one and a half years after discharge. 

Case No. 2: A 38 year-old chauffeur írom Carolina, Puerto 
Rico, who was admitted to San Patricio on March, 1954 complain- 
ing of fever of 10 days duration. The patient had sufíered from 
daily fever which usually started in mid-afternoon; lasted 4-6 
hours and was followed by drenching night sweats. In the morn- 
ings he had been afebrile and asymptomatic. He had developed 
a mild non productive cough since onset of his illness. He had lost 
10 lbs. He admitted drinking raw milk from cows owned by his 
father. 

Positive physical findings on admission were: (1) Hyperemia 
and swelling of nasal mucosa, (2) Hepatomegaly — the lower 
border of this organ being felt three finger-breadths below right 
costal margin, and, (3) splenomegaly — the tip of the spleen being 
felt one finger-breadth below left costal margin. 

The laboratory work revealed a white cell count of 9,150. The 
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differential showed 2 Juveniles, 15 stabs, 31 polymorphonuclears 
and 52 lymphocytes. The hemoglobin was 13.5 gm. The urinalysis 
was normal. The Brucella agglutination titer was 1:3200. Blood 
cultures taken on the 2nd, 7th and 8th hospital days were positive 
f'or Brucella abortus. Liver function studies revealed a BSP re- 
tention of 10% in 45 minutes. Hanger test 3+ in 48 hours. Total 
Serum Proteins 7.5 gm. A/G Ratio 4.3/3.2. Studies for Schistoso- 
miasis were negative. 

Therapy with Streptomycin 2 gm. I.M. daily and Terramycin 
500 mg. q.i.d. was started on the 7th hospital day and continued 
for 3 weeks. It should be noted that positive cultures were ob- 
tained on the 7th and 8th hospital day when the patient was 
aíebrile and asymptomatic. Three blood cultures, 2 weeks after 
therapy was started, were sterile, as well as 3 cultures taken one 
week after therapy was concluded. 

The patient was seen 6 months after discharge. He stated 
that one of his father’s cows was found sick with Brucellosis and 
sacrificed 2 weeks after he was discharged from the hospital. There 
had been no recurrence of fever or other symptoms which would 
suggest active Brucellosis. 

Physical examination was entirely negative. The blood culture 
was negative. The sedimentation rate 6.0 mm. in an hour. The 
Brucella agglutination titer 1:800. The white cell count 9,400 with 
40% lymphocytes. The Hanger test was 1+ in 48 hours. 
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Comments: Here is one case who while hospitalized had 
fever for one day and then was afebrile and asymptomatic for the 
rest of the period of hospitalization. Whithcut a strong Índex of 
suspicion the diagnosis could have been easily missed. The positive 
blood cultures in the absence of symptoms brings out the known 
fact that the tissues of man can be parasitized by Brucella with 
few or no localizing manifestations and a mínimum of symptoms 
of ill health. 
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Case No. 3: A 39 year-old court secretary from Toa Alta 
who was admitted to San Patricio Hospital complaining of chills 
and fever, low back pain, headache and anorexia of 4 days dura- 
tion. The chills started in the late afterncon; were followed by 
high fever and profuse sweats. He had received two injections 
of Penicillin prior to admission without any effect in his illness. 
He admitted drinking raw milk íor years. 

Physical examination was entirely negative. The laboratory 
work revealed a white cell count of 6,050 with 39 c /< Polymorpho- 
nuclears, 52 '/ Lymphocytes and 9 */( Eosinophiles. Examination 
for malarial parasites was negative. The Urinalysis was normal. 
The Brucella agglutination titer was 1:3200. Bloocl cultures taken 
in the 4th, 5th and 6th hospital days were positive for Brucella 
abortus. Therapy with streptomycin 2 gm. I.M. daily and Aureo- 
mycin 500 mg. four times a day was started on the 7th hospital 
day. He rapidly became asymptomatic and after two weeks of 
therapy was dischargecl with instructions to continué the anti- 
biotics for one more week. We have no follow up in this case. 

CASE 3 
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Comments: In this case there was a febrile illness of short 
duration with no positive physical findings. The history of drink¬ 
ing raw milk and the normal white cell count with relative lympho- 
cytosis made us suspect Brucellosis. The positive blood cultures 
established the correct diagnosis. 

It should be pointed cut that the prozone phenomenon was 
demonstrated while performing the agglutination tests in all thres 
cases. 

In summary, we have presented three cases of Brucellosis due 
to Brucella abortus in which the diagnosis was confirmed by po- 
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sitive blood cultures. We, like others 2 have done before, urge the 
medical profession of Puerto Rico to be on the look-out for this 
disease, as we have the impression that it is more common than 
the scarcity of reports would make us believe. It is one diagnosis 
which should be considered in all cases of fever of unknown origin. 
Once suspected daily blood cultures should be obtained in an 
endeavor to isolate the oífending organism. Brucellosis is one 
disease which can produce prolonged and debilitating symptom- 
atology and which is amenable to therapy with the newer anti- 
biotics. 

Acknowledgement : The author is indebted to Mrs. Josefina 
B. Pérez, bacteriologist of this institution, for her valuable assist- 
ance in carrying out the bacteriological and serological studies. 
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ACUTE HEPATIC INSUFFICIENCY IN ALCOHOLIC 
CIRKHOSIS 

JULIO V. RIVERA, M.D* 

In the course of diffuse liver disease profound disturbances 
in the various íunctions of the organ may occur leading to the 
syndrome of liver cell failure. Although a detailed physiological 
understanding of the metabolic disturbances operating is not yet 
available, the syndrome characterized by jaundice, fluid retention, 
bleeding tendency, profound malnutrition and central nervous 
system maniíestations is well established. It may occur in in- 
fectious hepatitis, alcoholic cirrhosis, biliary tract disease or be 
due to acute hepatic necrosis. Liver failure may be precipitated 
by hemorrhagic shock as from bleeding esophageal varices, by 
severe dietary deficiency, surgical procedures performed under 
general anesthesia, infections and exposure to toxic agents, espe- 
cially alcohol. 

We are presenting three selected cases from San Patricio VA 
Hospital to illustrate some of the problems which arise in the 
management of acute hepatic insufficiency. 

Case No. 1: (E.M.) The first case is that of a 37 year-old 

unemployed male who dated his illness to December, 1953, when 
while hospitalized at Juliá Clinic for an acute psychotic episode 
he developed anorexia and upper abdominal tenderness. The abdo¬ 
men enlarged, jaundice appeared and he noted his uriñe to be red- 
dish. Stools were soft and black. His family believed he was going 
to die and took him home on December 16, 1953. He was admit- 
ted to San Patricio VA Hospital on January 5, 1954. The history 
revealed a large daily intake of alcohol since 1940. 

At the time of arrival the patient appeared dehydrated, mark- 
edly jaundiced and emaciated. He was tremulous and his memory 
was impaired. Rales were heard in the right upper lung field. The 
abdomen was distended with fluid. The liver was enlarged down to 
the umbilicus. The spleen could not be íelt. The testes were atro- 
phic. Spider angiomata were noted on the upper chest and slight 
palmar erythema was present. A rosette of external hemorrhoids 
protruded at the anus. 

Hematologic study (see Figure No. 1) revealed slight anemia, 
marked neutrophilic (88 c /< ) íeukocytosis (40,250) and thrombo- 
cytopenia (platelets 80,000 per cu. mm.). Urinalysis showed the 
presence of bile and increased urobilinogen (9.2 Ehrlich Units in 


* Assistant Chief, Medical Service. San Patricio VA Hospital, San Juan, Puer¬ 
to Rico. Cünical A?sociate in Medicine. University of Puerto Rico School of 
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two hour afternoon specimen). Prothrombin time was prolonged 
(23 sec., control 11 sec.). Serum albumin was 3.0 gm., globulin 
3.1 gm., per 100 mi. Total serum cholesterol was 175 mg. per 100 
mi. and cholesterol esters were 47 %. Cephalin cholesterol íloccu- 
lation was 3+ in 48 hours. The total serum bilirubin was 8.5 mgm. 
per 100 mi.; 6.1 mgm. indirect, 2.3 mgm. direct. Several stool 
specimens gave a positive guaiac reaction. Although the sputum 
was purulent, the culture grew no pathogens. 



Chest roentgenogram showed fibrotic changes in the right up- 
per lobe and a small right pleural effusion. Diagnoses of alcoholic 
liver cirrhosis and bronchiectasis were made. Treatment was 
directed toward the correction of tissue dehydration and nutri- 
tional deficiencies and the control of complicating broncho-pul- 
monary iníection. Intravenous fluids, parenteral vitamin B com- 
plex, vitamin K and penicillin were administered. A high carbo- 
hydrate, salt poor diet divided into smáll feedings was prescribed. 
In spite of our efforts the food intake at first was nil. Repeatea 
injections of mercurial diuretics even when potentiated by am- 
monium chloride produced only slight diuresis. In view of our 
lack of success in reducing ascites and in response to the patient’s 
complaints of discomfort, abdominal paracentesis was performed 
on January 15. No apparent immediate benefit was obtained from 
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the procedure. The food intake continued to be small, jaundice 
increased, fever appeared and ascitic fluid promptly reaccumulated; 
however, it should be noted that the body weight did not return 
to its previous level. On January 20, intravenous infusions of salt- 
free human albumin, 25 gm. daily, were started. Although the fre- 
quency of administration of mercurial diuretics had decreased, de- 
finite diuresis was evident about one week aíter the initiation of 
treatment with human albumin. It finally resulted in the total 
disappearance of ascites about the last week in February. At 
this time splenomegaly became evident. Jaundice decreased and 
the appetite gradually increased and later became voracious. Severe 
anemia became apparent as improvement of other disturbances 
occurred. Hematocrit studies showed the anemia to be normocytic 
normochromic. Bone marrow morphology was considered to be 
suggestive of folie acid-Bi 2 deficiency. It was also noted that 
megakaryocytes were increased in number and platelet production 
seemed poor, suggesting hypersplenism. No apparent benefit fol- 
lowed the administration of vitamin B l2 in adequate dosage. No 
evidence of hemolysis (Coomb’s test, fecal urobilinogen, reticulo- 
cyte counts) could be detected. The anemia improved during the 
administration of ferrous sulphate, crude liver extract and blood 
transfusions. At the time of his last examination this patient 
continued to do well but he still appeared undernourished. Serum 
bilirubin was still slightly elevated and a mild anemia persisted. 
He remains unemployed. 

Comment : Hepatic failure was precipitated in this patient 
by an acute nutritional deficiency associated with a mental dis- 
order. Gastrointestinal bleeding and pulmonary infection may have 
been additional factors. Physical and laboratory examinations 
revealed evidence of profound alterations of liver function. Initial 
resistance to the action of diuretics as shown by this patient is 
frequently seen under these circumstances. There is in these 
patients delayed water diuresis and exaggerated tubular reabsorp- 
tion of sodium. 2 * 3 This is thought to be due to the antagonizing 
effect of antidiuretic substances of the posterior pituitary and 
adrenal origin which fail to be inactivated by the diseased liver. 0 
Decreased serum albumin and portal hypertension are contributing 
factors. 0 Although it is difficult to be certam, it appears that 
administration of human albumin enhanced diuresis and the sub- 
sequent improvement of this patient. 

Anemia in cases of cirrhosis of the liver may be due to various 
mechanisms. Gastrointestinal bleeding, dietary deficiencies and 
hypersplenism are the most frequently mentioned. Decreased sur- 
vival time of erythrocytes has also been found in some cases. 4 
In this patient slow bleeding from the gastrointestinal tract was 
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probably the main cause. The presence of splenomegaly, thrombo- 
cytopenia and the bone marrow histology suggested hypersplenism. 
Múltiple dietary deficiencies were probably contributory. 

It is apparent that although considerable improvement has 
been attained by this patient, he continúes to suffer from severe, 
chronically active liver disease. 

Case No. 2: (P. M.) This 58 years-old unemployed male was 

admitted to San Patricio VA Hospital on January 2, 1953. In 1941 
he had been treated at Mimiya Hospital íor jaundice. A few years 
later he was hospitalized at Rodríguez Army Hospital with the 
same complaint. He had recovered uneventfully each time. Four 
months before his arrival at San Patricio VA Hospital, anorexia, 
jaundice and abdominal pain appeared. In the last three weeks 
swelling of the lower extremities and abdomen had been noted. 
Stools were described as light yellow. The uriñe was said to be 
red. A history of heavy alcohol intake was obtained. 

At the time of admission the patient appeared drowsy, ema- 
ciated and deeply icteric. The tongue was red and atrophic. Marked 
ascites was present. A hard tender liver was ballotted about the 
level of the umbilicus. No spider angiomata, testicular atrophy 
or palmar erythema were found. 

Anemia was not present (see Figure No. 2). Serum bilirubin 
was 9.6 mg. per 100 mi. Serum albumin was 2.1 gm., globulin 3.8 
gm. per 100 mi. Prothrombin time was 23 seconds. Cephalin chol- 
esterol flocculation was 4 + ; thymol turbidity, 9.5 units. The 
uriñe contained bile. Serum cholesterol was 100 mg. per 100 mi; 
cholesterol esters 22 %. The alkaline phosphatase was 4.7 modified 
Bodansky units. 

Treatment consisted of a low salt diet supplemented by intra- 
venous infusions of glucose and vitamins. Urinary output was at 
first low, but gradually increased without the aid of mercurial 
diuretics. Abdominal paracentesis was not required. About the 
end of the second week in the hospital the appetite started 
to improve and subsequently became excellent. Body weight de- 
creased as the ascites disappeared but it again climbed as the 
nutritional status improved. The improvement in liver function 
is well illustrated by the change in serum cholesterol and its esteri- 
fied fraction from extremely low valúes to within the normal range. 
At the time of readmission in February and September 1954 im¬ 
provement was maintained although the bromsulfalein test and 
serum proteins showed evidence of hepatic dysfunction. In 
November, the patient was again hospitalized because of the re- 
currence of jaundice and ascites. He rapidly developed coma, con- 
vulsive seizures and died on the fifth hospital day. Post-mortem 
examination confirmed the clinical diagnosis of Laennec’s cirrhosis. 
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Fig. 2 


Comment : The disappearance of ascites prior to the occurrence 
of any significant increase in the serum albumin should be noted. 
A low salt intake and the general improvement in liver functions 
appeared to be the decisive factors. This case demonstrates well 
the capacity of the liver to repeatedly attain considerable function- 
al recovery even in an elderly individual. Repeated relapses re- 
sulting from the patient’s inability to abstain from alcohol and 
maintain an adequate food intake finally led to a fatal outcome. 

Case No. 3: (J.A.) This 37 year-old chauffeur was first ad- 

mitted to San Patricio VA Hospital on June 23, 1952 with com- 
plaints of abdominal swelling and jaundice of recent onset. He gave 
a history of prolonged alcoholism. Because of the development 
of delirium tremens the patient had to be transferred to Juliá 
Clinic where he remained until July. 9. While at that institution 
his mental symptoms improved but his physical condition did not. 
He was again transferred to this hospital. 

At the time of readmission the patient appeared markedly 
undernourished and deeply jaundiced. Numerous spider angiomata 
were present on the upper part of the body. Sacral and leg edema 
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were noted. Numerous ecchymoses were present at the sites oí 
venipuncture. The skin was palé and atrophic. The abdomen was 
distended with fluid. A hard, non tender liver edge was felt five 
centimeters below the costal arch. The spleen was not felt. 

The hemogram (see Figure No. 3) was as follows: RBC, 
1,200,000 per cu. mm.; hemoglobin, 5.8 gm. per 100 mi.; hematocrit, 
27.5 % ; MCV, 229 cu. microns; MCH, 48.3 micro-micrograms; 
MCHC, 21.1% ; WBC 20,600 per cu. mm., 86% neutrophils, 6% 
lymphocytes, 4% monocytes; platelets 125,000 per cu. mm. Reti- 
culocytes were 0.2%. Bone marrow showed hyperactivity of all 
elements and megaloblastic development of some erythrocyte pre- 
cursors. 
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Fig. 3 

The serum bilirubin was 3.9 mg. per 100 mi. Prothrombin 
time was 19 seconds; control, 11 seconds. Serum albumin was 2.7 
gm,, globulin, 4.9 gm. per 100 mi. Cephalin cholesterol flocculation 
was 4 + . Total serum cholesterol was 225 mgm. per 100 mi., 
cholesterol esters 26%. 

Response to mercurial diuretics and ammonium chloride was 
irregular. In view of this a catión exchange resin. (Natrinil)R 
was added to the therapeutic regime. Since no apparent benefit 
was obtained, abdominal paracentesis was performed on August 23. 
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Fluid reaccumulated rapídly during the following week. During 
the last two weeks of August, fever and jaundice decreased and 
the prothrombin time and proportion of cholesterol esters approach- 
ed normal. By mid-September a response to mercurial diuretics 
was again obtained resulting in a decrease in ascites; however, 
the anemia did not improve. Repeated epistaxes and bleeding from 
the paracentesis site aggravated it. Because of its profound degree 
blood transfusions were given. Therapeutic triáis with crude liver 
extract, folie acid, vitamin B 12 and folinic acid did not produce 
a reticulocyte response. Anemia gradually improved over the next 
few months as the nutritional status of the patient bettered. Fol¬ 
lowing discharge from the hospital the patient returned to his 
usual occupation and he has remained gainfully employed during 
the following two years. He has abstained from the use of alcohol. 
At the time of his last examination he was asymptomatic; how¬ 
ever, hepatosplenomegaly is still present and extensive varicosities 
of the lower esophageal veins were demonstrated on endoscopio and 
roentgen examination. 

Commení: Macrccytic anemia has been described not infre- 
quently in cirrhosis of the liver but it is only rarely accompanied 
by a megaloblastic bone marrow/’ This anemia may be related 
to impaired ability of the hepatic tissue to store the erythrocyte 
maturating factors or perhaps to protein deficiency. 

This case exemplifies to what extent rehabilitation is possible 
:n this disease when the patient is able to make the necessary 
psychological readjustments. Cirrhosis is now clinicallv latent in 
this patient. He may well remain in this asymptomatic state 
indefinitely. On the other hand, the threat of the effeets of portal 
hypertensicn with rupture of esophageal varices remains. 


SUMMARY 


Some of our experiences in the management of acute hepatic 
insufficiency in cases of alcoholic cirrhosis have been related. These 
cases have exhibited various problems which are encountered in 
this condition. A flexible therapeutic regime directed towards 
the correcticn of the various metabolic derangements presenting 
has been employed. The importance of correcting the múltiple nu- 
triticnal deficiencies and water and electrolyte disturbances is 
emphasized. The tremendous capacity of the liver for functional 
recovery is demonstrated. 
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THE PROBLEM OF THE COIN LESION 


ALFRED L. AXTMAYER. M.D* 

LASZLO EHRLICH, M.D.** 

Surgical Aspect: 

Much has been said in recent years about the so-called coin 
lesión of the lung. One of these clays you will be confronted by 
the problem of a friend, relative, or even yourself, who just had 
a routine chest X-ray and that X-ray film reveáis a coin lesión. 
What will you advise your patient or what will you do yourself? 

By coin lesión we refer to the single circumscribed lesión which 
causes no distal obstructive changes in the lung. 

There are two beliefs which have been responsible for the 
deeply ingrained conservatism shown by the majority of physicians 
when this type of lesión is encountered. These are the concepts 
that these lesions can be safely watched; and that thoracotomy 
is a formidable procedure that carries with it a high degree of mor- 
bidity and a high mortality rate. 

The purpose of this presentation of the problem of the coin 
lesión is to attempt to destroy these concepts and to show you why 
we feel that they are wrong. 

The concept of high morbidity and mortality of thoracotomy 
has been completely disproven in recent years. Large series of 
cases reported by the great medical centers of the U. S. have 
shown that thoracotomy can be performed with mortality rates 
well under 1%. 

In our own hospital we have performed over 100 purely thor- 
acic surgical proceclures since 1949 with only 2 operative deaths. 

The establishment of a definite unmistakable diagnosis of 
all abnormal lesión in the thorax is imperative, regardless of 
whether or not the patient has any symptoms referable to it. 

The solitary lesión of the lung is one that eludes absolute 
certain diagnosis no matter what diagnostic procedure is employed. 
The use of X-rays including specializecl techniques such as tomo- 
graphy and bronchography, as it will be demonstrated has many 
short comings. Many clifferent lesions in various locations have 
very similar roentgenologic manifestations and a definite diagnosis 
cannot be established by these means. Dr. Ehrlich will show that 
the X-ray characteristics of a given lesión can be very misleading. 

Brcnchoscopy has been of little help except in those rare oc- 
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casions where the lesión is centrally located and involves a major 
bronchus. 

The patient’s symptomatology can be very misleading, hemop- 
tysis being about the only symptom that we view with concern 
in these cases. 

Routine laboratory studies are of little use except that ele- 
vation of the erythrocyte sedimentation rate is common in malign- 
ant disease. 

The tuberculin test is only of valué when it is negative, help- 
ing us rule out tuberculosis as a cause of the lesión. 

Once these available diagnostic methods are exhausted and no 
definite diagnosis arrived at it is of the utmost importance that 
early thoracotomy be performed. Exploratory thoracotomy is 
justifiable because: 

a) The risk is slight. 

b) The lesión may be malignant. 

c) If the lesión is benign it is potentially dangerous to life. 

At thoracotomy the exact diagnosis can frequently be made 
with ease by the gross appearance of the lesión and the surrounding 
lung, lymph nodes and other structures. If in doubt frozen section 
study is available and should be used. 

It is important that the lesión be completely removed in a 
one stage operation. If benign the operation should be as conserva- 
tive as possible, the extent of the procedure to be determined by 
its location. If malignant, surgery should be as extensive as neces- 
sary for adequate removal of the primary lesión and any metas- 
tases. 

We therefore present the only rational plan for the treatment 
of the solitary mass in the lung. 

First—X-ray picks up the lesión and the roentgenologist is the 
first to be in a position to offer advice. 

Second — No matter why the X-ray was taken, be it as a 
routine mass survey or because of some symptoms, exploratory 
thoracotomy should be immediately recommended except where the 
lesión is calcified and therefore practically always benign and 
where other physical factors make operative risk prohibitive. 

Therefore, let us not be at fault by being too conservative. 
The tragedy of the inoperable tumor, be it an advanced benign 
tumor that has degenerated and becomes malignant or that has 
grown large enough to infringe and inferiere with neighboring 
structures, or be it a malignant tumor that has become incurable, 
is too weil known to warrant debate. 

We, therefore, must insist on the recommendation of thoraco- 
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tomy for the adult patient with the solitary lung lesión. We make 
only two exceptions to this statement: 

a) Absolute medical contraindication to major surgery. 

b) The highly calcified small solitary lesión which is practic- 
ally always a tuberculoma. 


Radiological Aspect 

The coin lesión, as an X-ray term, refers to a roundish density, 
ranging írom a nickel to a silver dollar, usually located in the 
periphery of the lung f'ields, surrounded by clear parenchyma 
and usually picked up on a routine chest film. The immediate 
problem is to determine whether this finding is a benign lesión or 
a carcinoma. 

Among the benign conditions, we usually consider Tuberculoma 
or some rare possibilities, such as Hamartoma, Hemangioma and 
Adenoma. 

Now, a few years ago, I would have greatly enjoyed presenting 
a detailed discussion concerning the differential diagnosis. Lately, 
we have learned, that all the previously believed criteria, such 
as size, shape, sharpness of borders, evidence of growth, are of 
no valué. At the present time, the only criterium of benignity that 
can be relied upon with reasonable certainty is the demonstration of 
calcification in the lesión. 

In other words, the duty of the roentgenologist begins and 
ends by reporting the coin lesión, emphasizing the presence or 
the absence of calcification in it. It is the prerogative of the cli- 
nician to make the final decisión regarding operation. 

Now, let me show you our small series of 9 proven cases. 
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S. J. A. 


S. J. B. 


Case 1. Fig. 1. 

S. J.—Age: 70. Hypertensive. Routine chest (A): Ovoid lesión of 2 cm. under 
left first rib. Laminography (B): shows calcification. Impression: Tuberculo- 
ma. Op.: Wedge resection. Path: Tuberculoma. Pt. is well 11 months post-op. 



A. P. A. A. P. B. 

Case 2. Fig. 2. 

A. P.—age: 33. Pterygium. Routine chest (A): Ovoid lesión of 1.2 cm. in 
rt. 2nd ant. space. Laminography (B): No calcification. Impr.: Tuberculoma. 
Op.: Wedge resection. Path: Tuberculoma. Pt. is well 14 months post.-op. 
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R R. A. R. R. B. 

Case 3. Fig. 3. 

R. R.—Age: 61. Left chest pain for 4 months; non-productive cough; wt. loss 
of 19 lbs. Chest film (A): Oblong lesión of 25 x 18 mm. in LUL. Laminography 
(B): no calcification. Impr.: Tuberculoma vs. CA (Ca favored.) Op.: Segmental 
resection. Path:: Tuberculoma. Pt. is well 15 months post-op. 



D. M. A. D. M. B. 

Case 4. Fig. 4. 

D. M.—Age: 30. Peculiar sensation in the left chest for 6 years; question of 
bruit in left lower chest heard by some. Chest film: Ovoid lesión of 25 x 15 mm. 
in LLL. Impr.: A-V aneurysm vs. Tuberculoma (Tuberculoma favored). Op.: 
Wedge resection. Path.: Tuberculoma. Pt. is well 23 months post-op. 
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F. G. A. F. G. B. 

Case 5. Fig. 5. 

F. G.—Age: 55. Prostatic hypertrophy. Routine chest (A): Neg. (Note obvious 
lesión at rt. base). Readmission 6 months later for cough and bloody sputum; 
loss of wt. of 14 lbs. Cliest film (B): Thick-walled cavity at right base. Impr.: 
Diag. is uncertain. (Bronchiectasis vs. Tb.) op.: Lobectomy. Path.: Tubercu- 
loma. Pt. is well 21 months post-op. 



M. M. A. M. M. B. 

Case 6. Fig. 6. 

M. M.—Age: 29. Migratory chest pain for 1 year. Chest film (A): Round lesión 
of 2.5 cm. in LUL with cavitation in its center. Laminogram (B): Calcification 
present. Impr.: Tuberculoma and other smaller tuberculomas surrounding it. 
Op.: Segmental resection. Path.: Tuberculoma with satellite nodules. Pt. is 
well 17 months post-op. 
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S. J. A. S. J. B. 

Case 7. Fig. 7. 

S.J.—Age: 63. Operated for a Ca of tongue 2 years before. Routine chest (A): 
Round lesión of 1.5 cm. in RUL. Laminogram (B): No calcification; central 
necrosis. Impr.: Tuberculoma, with central “caseation”. Op.: Wedge resection. 
Path.: Metastatic Ca. Pt. is well 14 months post-op. 



S. E. A. S. E. B. 

Case 8. Fig. 8. 

S. E.—Age: 64: Productive cough with mild fever for 9 months. Chest film: 
Roundish lesión of 4 cm. in RUL. Impr.: Tumor. Op.: Pneumonectomy. Path.: 
Bronchogenic Ca. Pt. is well 6 years and 4 months post-op. 
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R. T. A. R. T. B. 

Case 9. Fig. 9. 

R. T.—Age: 66. Seen at the Regional Office for pensión. Routine chest (A): 
Ovoid lesión of 2 cm. in rt. chest. Impr.: Tuberculoma. Admitted to (San Pa¬ 
tricio 3 months later for operation. Chest film (B): The lesión has increased 
in size. Impr.: Probable Ca. Op.: Lobectomy. Path: Bronchogenic Ca. Pt. 
is well 24 months post-op. 






PARTIAL OBSTRUCTION OF THE PYLORUS DUE TO A 
MUCOSAL DIAPHRAGM OF CONGENITAL ORIGIN 


LUIS A. PASSALACQUA, M.D., F.A.C.S.** 

CALIXTO A. ROMERO, M.ü* * 

Three years ago, a report of an extremely rare gastric lesión 
appeareci in the British literature: (1) The patient was a 40 year 
oíd woman who had an ulcer of the lesser curvature of the 
stomach, symptomatic for at least 6 years. She carne to operation, 
after 2 years of vomiting whenever she ate large meáis, and was 
found to have, in addition to the ulcer, a mucosal diaphragm sepa- 
rating the body of the stomach from the antrum. This mucosal 
diaphragm had a small eccentric opening which communicated the 
body and the antrum of the stomach. The clearly defined and re¬ 
gular structure of this diaphragm unassociated with excess gas¬ 
tric rugae suggested to the author a congenital rather than an 
acquired condition. We have encountered a similar mucosal dia¬ 
phragm giving rise to persistent symptoms of partial pyloric ob- 
struction in a patient past middle life. The purpose of this report 
is to record a second variant of the unusual deformity reported by 
Sames, and to aduce further evidence of the probable congenital 
basis for such anomaly. 


CASE REPORT 

A 62 year oíd painter was admitted to the Veterans Adminis- 
tration Hospital on 2-27-50, complaining of epigastrio pain and oc- 
casional vomiting after meáis. Following the extraction of some 
16 teeth, as treatment for pyorrhea alveolaris, twelve years pre- 
viously, he commenced to experience dull non-radiating epigastrio 
pain one half hour after meáis. This pain, which lasted from 10 
to 30 minutes, was sometimes accompaníed by a feeling of fullness 
in the upper abdomen and frequently by nausea. At times it let 
to regurgitaron of the ingested food and consequent relief of all 
symptoms. In 1947 the first upper G.I. roentgenograms performed 
were reported normal. A second G.I. series performed at a VA 
Contract Hospital revealed slight barium residue, 6 hours after 
the barium meal, in an otherwise normal stomach. Shortly after- 

** Chief, Surgical Service, San Patricio VA Hospital. 

* Chief, Gastroenterology iSection, San Patricio VA Hospital. 

NOTE: Sponsored by the V.A. and published with the approval of the Chief 
Medical Director. The statements and conclusions published by the authors 
are a result of their own study and do not necessarily reflect the opinión or 
policy of the Veterans Administration. 
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Figure No. 1 — ATRESIA OF PYLORUS WITH PARTIAL OBSTRUCTION 
GROSS: Stomach, subtotal, measuring 5 cm. along the lesser curvature by 12 
cm. along the greater. The lumen of the organ has been exposed and it shows 
a slight dilatation of the pyloric antrum or pars pylorica of the stomach as- 
sociated with a severe atrophic gastritis. The atrophic changes are milder in 
the pars Corpus of the organ. The pylorus (pyloric sphincter) presents a de- 
fective development of the musculature which has resulted in relaxed or di- 
lated pyloric aperture about 2 cm. in diameter, almost closed by a diaphrag- 
matic mucosal membrane with an eccentrie roundish opening 6 mm. in dia¬ 
meter. The opening is displaced upwards and anteriorly. This anomaly has 
lead to formation of a recess or pouch downwards and posteriorly between the 
pyloric antrum and duodenum. The duodenal segment measures between 0.5 
and 2 cm. in length. The duodenal mucosa shows marked atrophic changes 
and erosión. 


wards in October 1949, he underwent an exploratory laparotomy. 
An apparently normal stomach was opened longitudinally along 
its lower third and a seemingly normal gastric mucosa was exposed. 
The pylorus appeared contracted but a rubber size 16 French ca- 
theter was passed snuggly into the duodenum. No other pathology 
was discovered on inspection of this area. There was no change 
in patient’s symptoms following operation. Post-operative G.I. x- 
rays failed to disclose any significant abnormalities. Because of 
the persistence of symptoms the patient returned in 1950. 

Physical examination was not contributory. Urinalysis, blood 
serology, CBC and coprologic studies for ova and parasites were 
within normal limits. Free hydrochloric acid, up to 23 clinical 
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Figure No. 2 — ATRESIA OF PYLORUiS WITH PARTIAL OBSTRUCTION 

MICROSCOPIO: The gastric mucosa pertaining to the país pylorica shows 
severe atrophic changes with almost total disappearance oí its glandular struct- 
ures, extensive erosión and superficial ulceration and a heavy lymphocytic in¬ 
fíltrate of the remaining lamina propria, which extends into the superficial 
portion of the submucosa in the form of lymphoid follicles. The gastric mucosa 
pertaining to the body shows mild atrophic changes associated with lymphocitic, 
neutrophilic and eosinophilic infíltrate of the lamina propria. The duodenal 
mucosa is markedly atrophic, eroded over extensive areas and superficially 
ulcerated over smaller ones; its lamina propria is infiltrated with lymphocytes, 
plasma cells and fewer eosinophiles. 


units, was obtained from the stomach one half hour after hista- 
mine injection. X-ray studies disclosed the presence of a persist- 
ent deformity of the body of the stomach at the site of previous 
gastrostomy. On gastroscopy, the antrum was readily visualized 
but the pyloric canal did not come into view; the mucosa of the 
stomach was of normal appearance. One sample of gastric con- 
tents studied by the Papanicolau method was reported negative 
for malignant cells. Exploration was recommended once again. 
This time however, the pyloric región was carefully inspected after 
opening the stomach and the curious anomaly noted before was 
again encountered. The pyloric canal was obstructed by a mucosai 
diaphragm which had an eccentric rounded opening 6 mm. in dia- 
meter (Fig 1). The duodenum beyond appeared relaxed; it 
measured 2 cm. in diameter and exhibited a small recess or 
pouch along its greater curvature side. A subtotal resection of 
the stomach and first portion of the duodenum was performed. 
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Cióse inspection of the specimen submitted for pathologic 
examination showed no other abnormalities in the stomach or ad- 
jacent duodenum. The recess in the duodenal side corresponded in 
position to the portion of the duodenum which bore the brunt of 
the gastric contents propulsed by peristaltic activity through the 
eccentric small opening in the mucosal pyloric diaphragm. Section 
through the pylorus disclosed that there was no change in the 
thickness of the gastric musculature in the región of the pyloric 
ring. Microscopic section through this area (Fig. 2) revealed hypo- 
plasia or atrophy of the muscle of the pyloric sphincter. The 
mucosal diaphragm consisted of a double layer of mucosa, muscu- 
laris mucosae and submucosa. The duodenal side or the membrane 
contained characteristic duodenal submucosal glands. The gastric 
side of the membrane included glands of the gastric type only. The 
mucosa of the antrum was thinned out and diffusely infiltrated 
by moderately abundant lymphocytes and scattered plasma cells. 

DISCUSSION 

Whether congenital or acquired, the type of anomaly exhibited 
by this patient would appear to be extremely rare. If acquired we 
must consider it as due to redundancy and prolapse of the mucosa 
with partial obstruction of the pylorus. We feel, however, that 
several considerations weigh heavily against such a possibility. In 
the first place, prolapse of the gastric mucosa is seldom if ever 
associated with persistent symptoms of obstruction. Intermit- 
tent obstructive symptoms are said to occur in rare cases of ex¬ 
treme prolapse into the duodenum.- Roentgenographically there 
were no changes suggestive of mucosal prolapse such as have been 
described. 8 The pathologic examination yielded further evidence 
against the possibility that the mucosal diaphragm could be due 
to an artefact of mucosal redundancy. The lumen of the pyloric 
canal narrowed by mucosal prolapse must be of stellate cross 
section because the mucosa corresponding to a larger viscus, the 
stomach, is crowded through a narrow opening and consequently 
plicated longitudinally. The opening of the mucosal diaphragm 
described above was rounded. Furthermore, in the fresh specimen, 
mucosal prolapse is characterized by redundancy of the antral mu¬ 
cosa and reductibility of the prolapse features not encountered 
in our specimen. The fifth bit of evidence against this etiology 
was obtained from the microscopic examination. A fold of gastric 
mucosa prolapsing through the pylorus would not be expected to 
inelude duodenal submucosal glands as were observed in this dia¬ 
phragm. 

We believe that the stenosis of the pylorus encountered in 
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this patient is of congenital origin. Even though the patient stated 
afterwards that he had been subjected to stomach aches and oc- 
casional vomiting during childhood and easily whenever he opérate, 
the age of onset of symptoms is an argument against this content- 
ion. It is noteworthy that the condition became apparent clinically 
after múltiple tooth extractions which rendered the patient unable 
to mastícate his meáis properly. It would seem reasonable to 
conclude that the condition could have existed before the onset 
of symptoms and not become clinically manifested because the íood 
was being thoroughly masticated. It should be noted also, that 
obstructive symptoms existed for twelve years and that during this 
time they did not progress appreciably as one would expect in the 
case of an acquired pyloric obstrüction. Our thesis for the con¬ 
genital nature of the lesión is further supported by the hypo- 
plasia of the pyloric musculature observed in association with the 
mucosal diaphragm, and by the other anatomic features discussed 
above as evidence against a mucosal prolapse. 

Arey takes cognizance of the existence of atresia of the pylorus 4 
but does not cite references ñor does he state whether this con¬ 
dition has been observed in the human after birth. We have not 
been able to find any similar cases other than the one reported by 
Sames. The finding of a mucosal diaphragm in our case as well 
as in that reported by Sames is reminiscent of the transient epi- 
thelial occlusion that occurs in the human embryo before the 
seventh week throughout the intestinal tract. The persistence of 
an epithelial membrane at different levels of the gastrointestinal 
tract explains the phenomenon of atresia, partial or complete, that 
is generally recognized. 


SUMMARY 

1. A case of partial obstrüction of the pylorus due to a muco- 
sal diaphragm is described. 

2. Evidence is brought forward to show that the rare lesión 
described in all probability represents a congenital atresia 
of the pylorus. 
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TECHNICAL ADVANCES IN THE ROENTGENOLOGICAL 
DEMONSTRATION OF CARCINOMA OF THE STOMACH. 


LASZLO EHRLICH, M.D.* 

The title of this presentation may be somewhat misleading, 
because nothing significant has been invented in the way of tech- 
nique by us or by anybody else. What I would like to convey, could 
be best expressed by an example. Take for instance an X-ray 
examination of a lumbar spine; the chances are, that 8 or 9, 
out of 10 equally well-trained radiologists, will make the same 
diagnosis. Why? Because the technically acceptable A-P & lateral 
views of the lumbar spine are standard views, offering exactly the 
same amount of information. This is not so in the case of the x-ray 
examination of the stomach. Take again the same 10 equally well- 
trained radiologists and have them examined the same stomach, 
you will have different examinations. So different and character- 
istic, that you can almost recognize the radiologist from the films 
taken by him! The human factor is at its máximum in the fluoros- 
copy of the stomach. 



Case 1. (Fig. 1) A.R.—Age: 75. Epigastrio, distress and p.c. vomiting for 2 
months; wt. loss of 22 lbs. - Clinical diag.: CA of stomach. X-ray diag: CA of 
stomach (obvious). - Op.: inoperable CA. 


* Chief, X-Ray Service, San Patricio V.A. Hospital. 

Presented at the Annual Meeting of the Puerto Rico Medical Association, 
December 10, 1954. 
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Now, I believe, that a reappraisal of the general approach 
lo the examination of the stomach is the most important advance 
in technique, and particularly so in the roentgen demonstration of 
a Ca. and of the stomach. 

When you have a case like this (Fig. 1), regardless the tech- 
nique used, the diagnosis of Ca. is almost written on the film. 



Fig. 2 Fig. 3 

Case. 2. (Fig. 2) P. F.—Age: 64. Constant epigastrio pain and massive liema 
temesis. - Cl. diag.: esophageal varices vs. ulcer. - X-ray diag.: CA at lesser 
curva ture. - Compare views of barium-filled stomach, recumbent (A), and 
erect (B) with mueosal study (C) showing the irregularity. - Op.: total 
gastrectomy (B). Path.: CA of stomach, with metastatic involvement of the 
nodes. - Pt. is alive 26 months post-op. 

Case 3. (Fig. 3) M. V.—Age: 59. Vague epigastrio pain for 6 years. - Cl. diag.: 
Gastritis. - X-ray diag.: Gastric ulcer, at greater curvature, malignant. - Com¬ 
pare views of barium filled stomach, erect (A) and recumbent (B) with mu- 
cosal studies (C&D), showing the cráter. - Op.: Subtotal. Path: Benign ulcer. 
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Case 4.(Fig. 4) S.C.—Age: 
64. Epigastrio discomfort 
for 6 months - Cl. diag.: 
“Rule out CA.” - X-ray 
diag.: Rigidity of lesser 
curvature of antrum; gas- 
troscopy advised. - Gas- 
troscopy: Neoplasm. - Com¬ 
pare recumbent views (top 
row) showing rigidity bet- 
ter than the erect views. 
Op.: Subtotal. - Path.: CA 
(perhapg secondary be- 
cuse of non involvement of 
the overlying mucosa.) 
Pt. is alive 4 years and 7 
mo. post-op. 


Case 5.(Fig. 5) I. J.—Age: 
32. Epigastric pain for 2 
years; laparotomy for per- 
forated ulcer 1 year before 
this admission. Cl. diag.: 
D. U.-X-ray diag.: Disturb- 
ed mucosal pattern; 2 crá¬ 
ter? seen fluoroscopically 
that could not be consis t- 
ently reproduced on films. 
Impr.: Adhesions, due to 
previous operative proce¬ 
deres. Compare mucosal 
study (A) and small cráter 
under palparium compres- 
sion (B) with barium fil- 
led stomach(C), and under 
compression (D) showing 
no ulcer. 
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Case 6. (Fig. 6.) B. C.—Age: 69. Constant dull epigastrio pain for 6 months. 
Cl. diag.: CA of stomach. - X-ray diag.: Fiat cráter seen only under com 
pression, probably malignant. Re-examination advised. Compare (A) with (B). 
Re-examination (by a different radiologist) (C): Disturbed mucosa at lesser 
curvature; the previously present cráter is not identified; lesión is probably 
malignant. - Op.: Subtotal (D). Path: CA in situ. - Pt. is well 3 years post-op. 



Fig. 7 Fig. 8 

Case 7. (Fig. 7, 8 & 9) L. G.—Age: 66. Epigastrio pain for several years. 
Cl. diag.: “R. O. pathology”. - Three different examinations by three different 
íadiologists. - First exam. (not shown): “Narrowed prepylorus with mucosal 
changas which should he investigated in order to rule out CA.” - Second exam. 
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Fig. 9 

(Fig. 7): “Narrowed prepylorus, may be due to spasticity; similar configuration 
could be produced by inflammation or even by CA. If the deformity persista 
after antispasmodic Rx, exploration is advised.” - Third exam. (Fig. 8 & 9): 
“Following antispasmodic Rx again showed the narrowed prepylorus. After 
administration of 0.01 of Morphine, the prepyloric segment showed no ab- 
normality.” 


As you have seen, the x-ray diagnosis was not always correct. 
Some cases considered as Ca-s, turned out to be benign conditions, 
and vice versa. The main thought in this presentation was to 
illustrate how difficult the radiologist’s task can be in the early 
x-ray diagnosis of Ca. of the stomach. 







One way to 
keep baby’s food 
budget low... 

As a physician, you know how important 
to young parents is the cost of raising a 
baby. Also you want to give babies in your 
care the best possible nourishment. Pet 
Evaporated Milk helps both ways — it 
provides all the body-building nourishment 
of milk, is always uniform in composition and 
quality. Yet Pet Milk costs less than any other 
form of milk . . . far less than special infant feeding 
preparations. It’s one milk that keeps babies 
growing up . . . infant feeding costs down. In 
fact, it can save up to $50 on baby’s food 
bilí during that vital first year. 




¿yAPof%g¿ 

illii 


Favored Form 
of Milk For 
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PET MILK COMPANY, ARCADE BUILDING, ST. LOUIS 1, MO. 


Distribuidores: B. FERNANDEZ & HNOS., INC. 
San Juan, Puerto Rico 
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. SÜPPRETTES 

AQUACHLORAL 



QUACHLORAL 

Chloral Hydrate in Suppository Form 

The NEOCERA Base 
A special blend of water-soluble 
waxes requiring no refrigeration. 
Advan tages 

Non-barbiturate, non-cumulative 
and no gastric disturbances. Ac- 
curate and pre-measured dosage 
without any rectal discomfort or 
irritation. No leak-back after in- 
sertion. Rapid solubility assures 
prompt sedation. 

Supplied 

Aquachloral Supprettes, 5 grains 
(green), 10 grains (blue), 15 grains 
(yellow) in jars of 12. 

Professional Samples Upon Request 
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Distribuidores: LUIS GARRATON, INC. 

Fortaleza 352 - Tel. 3-1593 - Apartado 2984 - San Juan, P. R. 








In an extensive clinical investigation 
conclucted by five well qualified physi- 
cians, treatment with Cobaden, a 
unique combination of adenosine-5- 
monophosphate and cyanocobalamin, 
. was successful in tcrms of pain- 
rclief, restored mobility and diminished 
swelling and tcnderness in 66 of 70 
patients... with osteoarthritis, polyar- 
ticular pain, polyarthritis, tendinitis 
(bursitis), musculofasciitis, tenosynovitis, 
pcripheral neuritis (sciatica) and dia- 
betic neuropathy.” 1 


Each cc. of COBADEN contains: 

Adenos¡ne-5-Monophosphoric acid.25 mg. 

Cyanocobalamin.60 mcg. 

Benzyl Alcohol...1.5% 

Injection water q.s. 


Representative for Fuer i o Rico 
A. F. LEGRAND, Ph.G. 

P. O. Box 9022 — Santurce 29, P, R. 




















LA TEMPORADA DE LAS LASTIMADURAS Y TORCEDURAS 



por actividades desacostum¬ 
bradas o por lastimaduras. 

Aumentando la circulasión local 
de la sangre y ayudando al os¬ 
mosis, NUMOTIZINE presta una 
ayuda efectiva en el proceso re¬ 
constructivo de los músculos. 
NUMOTIZINE, cuando se aplica 
prontamente y en forma liberal 
en todos aquellos accidentes 
producidos por actividades at¬ 
léticas, etc., tiene valor para 
aliviar la hinchazón. 

El efecto de Numotizine se pro¬ 
longa lo bastante para que una 
sola aplicación sea suficiente 
para toda la noche. NUMO- 
TlZINE se suministra en tarros de 
cristal de 57, 114, 228, 425 y 
850 gramos. 


Regularmente cuando llega la 
Primavera, todo el mundo 
dedica un gran lapso de tiempo 
a actividades deportivas u ho¬ 
gareñas, que requieren el em¬ 
pleo constante de los músculos, 
y durante las cuales se producen 
golpes, contusiones y torceduras, 
que, aun cuando generalmente 
no sean de cuidado, son moles¬ 
tos y desagradables. 

NUMOTIZINE 

Que es tan eficaz durante los 
meses de invierno en los pade¬ 
cimientos ligeros de las vías re¬ 
spiratorias, es igualmente de 
gran valor para el alivio del 
dolor e inflamación producidos 


FORMULA 

Cada 100 gramos contiene: 

Guayacol. 0,260 gramos Glicerina .51,000 gramos 

Formalina (Sol. Formaldehyde) 0,260 " Silicato de Aluminio.46,888 " 

Creosota de Haya. 1,302 " Carmin . 0,030 " 

'Salicilato de Metilo . 0,260 " 


Hobarf Laboratories, Irte; 900 N. Franklin St; Chicago 10, III. 

Distribuidores: Drugs and Co:metics, Inc. P. O. Box 9573 — Santurce, P. R. 






















UNA MANERA SENCILLA DE ESTIMULAR LA 








Todos los alimentos 
BEECH-NUT para bebés 
han sido aceptados por el 
Consejo de Alimentos y 
Nutrición de la Asociación 
Médica Americana, como 
también todas las afirma¬ 
ciones en cada anuncio de 
Alimentos BEECH-NUT 
para bebés. 


Cuando una madre preocupada le pregunte 
qué hacer para que su bebé coma más, usted 
puede ayudarle a comprender que un niño 
obtiene mayores beneficios de sus alimentos 
cuando los come con gusto. 

No se puede esperar que un niño prospere 
desde el punto de vista nutricional ni emotivo, 
cuando las horas de sus comidas están impor¬ 
tunadas por ruegos y contrariedades. 

Es beneficioso para sus pequeños pacientes el 


que BEECH-NUT incorpore al agradable sabor 
de sus alimentos un positivo valor nutritivo. 
Ahora, con más variedad que nunca entre la 
cual escoger, BEECH-NUT hace más fácil que 
las madres complazcan a los pequeños pacien¬ 
tes de usted, y mantener felices las horas de 
las comidas. 

Una amplia variedad que usted puede reco¬ 
mendar: Sopas de Carne y de Vegetales, Frutas, 
Vegetales y Postres. 


BEECH-NUT 


ALIMENTOS para ÑIÑOS 


Envasados en frascos de cristal 


Distribuidores Exclusivos para Puerto Rico: 

JOSE MALGOR y CIA., Tetuán 305, San Juan, Puerto Rico—Teléfono: 2-2200 
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A LOS SEÑORES MEDICOS 


Nos complacemos en recordarles que desde hace 25 
años somos distribuidores de los productos de ELI 
LILLY, de los cuales siempre tenemos completo 
surtido en existencia. 

J. M. BLANCO, INC 

(Droguería Blanco) 



AEROSPORIN" 

SOLUCION (Otica Estéril) sulfato de polimixina b 


BACTERICIDA para todos los bacilos gram-negativos, especial¬ 
mente las Pseudomonas * 1 (B. pyocyaneus) — frecuente¬ 
mente encontradas en las infecciones del oído 2 — y los 
microorganismos gram-positivos, 

FUNGICIDA para varios dermatomicetos. 3 4 

NO SENSIBILIZANTE debido a su mínima acción alergénica. 

Vehículo estéril, higroscópico, con baja tensión super¬ 
ficial, acidificado para restablecer el pH normal del 
conducto auditivo. 

Frascos-goteros de 10 centímetros cúbicos. 

1. Jawetz, E.: Arch. Int. Med. 89:90, 1952. 2. Senturia, B. HLaryngo - 
scope 55:277, 191,6 y Tr. Aun. Acad. Ophth. 54:; .7, 1950. 3. Serri, F.: 

Compt. Rend. Soc. de Biol. 143:362, 1949. 4. Florestano, H. J. y Bahler, 
M.D.: Ftoc. Soc. Exper. Biol. & Med. 19:141, 1952. 



* MARCA REGISTRADA 


BURROUGHS WELLCOME 
& CO. (U.S.A.) INC. 
Tuclcahoe 7, Nueva York 












THE NEW YORK POLYCLINIC 



ESCUELA DE MEDICINA Y HOSPITAL 



Organizada 

en 1881 



La Primera Institución Médica de América para Postgraduados 



OJOS, OIDOS, NARIZ Y 




GARGANTA 

DERMATOLOGIA Y 



Curso combinado de tres meses 
consistente de asistencia a clíni- 

SI FILOLOGIA 



cas, presencia en operaciones, con. 

Curso de tres años, empezando en 



Lerendas, demostración de casos 

Octubre, llenando todos los requi- 



v demostraciones en el cadáver; 

sitos del Iíoard Americano de Der- 



operaciones de ojos, oídos, nariz y 
garganta en el cadáver; demos¬ 
traciones clínicas y en el cadáver 

matología y Sifilología. 



sobre broncoscopía, cirugía de la 
laringe y cirugía facial; refraccio. 
nes; radiología; patología, bacte- 

SYMPOSIUM PARA 



■ bilogía y embriología; fisiología; 
neuro-anntomía; anestesia; medi- 

ESPECIALISTAS 



ciña física; alergia; examen pre- 

Un curso intenso de cinco días 



operatorio y post-operatorio de 

de duración. Revisión de los re- 



pacientes en las salas y clínicas. 

vientes adelantos en Dermatología 
y Sifilología, consistente de con- 



RADIOLOGIA 

fcrencins y demostraciones; dis¬ 
cusión de enfermedades raras de 
la piel ilustradas con proyecciones 



Re cisión comprensible de los 

fijas (lantera slides). 



conceptos de física y altas mate¬ 
máticas necesarios, interpretación 
de placas, todos los procedimien¬ 
tos diagnósticos de uso standard, 
métodos de aplicación y dosis de 
radioterapia, radiu m y rayos 
X; procedimientos fluoroscópicos 
standard y especiales. Revisión de 
lesiones dermatológicas y tumores 

PROCTOLOGIA Y 



susceptibles de radioterapia, así 
como los métodos y cálculos de 
dosis en los tratamientos. Espe- 

GASTROENTEROLOGIA 



(ial enseñanza de los más nuevos 

Curso combinado que comprende 



métodos diagnósticos por medios 

asistencia a clínica y conferencias. 



de contraste (broncografía) al li- 

instrucción en exámenes, diagnósti- 



piodol, uterosalpingografía, visua- 

co v tratamiento, presenciar ope- 



liznción de las cámaras cardíacas, 

raciones, visitas a las salas, de- 



insuflación perirrenal y pielogra- 

mostraciones de casos, patología, 



fía. Se incluyen instrucciones so- 

radiología, anatomía, proctología 



bre disposición y dirección de de¬ 
partamentos radiólogos. 

operatoria sobre el cadáver. 



I’ara información sobre estos y otros cursos diríjase a: 



The Dean, 345 West 50th St., New York 19, N. Y. 



--\ 


ASOCIACION MEDICA DEL DISTRITO ESTE 

ASAMBLEA ANUAL 


Agosto 26 y 27, 1955 
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SODIUM 


MERCAPTOMERIN SODIUM 

POTENT AND SAFER MERCURIAL 
DIURETIC FOR SUBCUTANEOUS INJECTION 



• An outstanding product, well known to the 
medical profession—now being manufactured 
and sold by Wyeth! Greater sales-volume op- 
portunities now exist for you, with Wyeth’s large 
stafT of detail men and medical advertising pro» 
gram to back you up. Be sure you have ade» 
quate stocks on hand. 


Package sizes: 10 cc., with diluent 
30 cc. 



Ineorporated, Philadelphia 2, Pa. 


Distribuidores: FRANCISCO N. CASTAGNET, INC. 
P. O. Box 2506 - San Juan. P. R. 




disponible ahora 


VACUNA DE LA 
POLIOMIELITIS, 

LILLY 

J. 

V-1401 Vacuna de la Poliomielitis, Lilly 
3 cm :! (una inmunización) 

V-1403 Vacuna de la Poliomielitis, Lilly 
9 cm ;{ (tres inmunizaciones) 

Información adicional puede obtenerse del repre¬ 
sentante Lilly o escribiendo directamente a 


ELI LILLY PAN-AMERICAN CORPORATION 


INDIANAPOLIS 6, 


INDIANA, 


E. U. A. 
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FOR TEACHINC 

— and LOWEST in Cost 

Spencer Júnior Stereoscopic Microscopes possess 
a unique combination of features valuable in class- 
room instruments. They are low in height and have 
slightly inclined eyepieces — as a result fatigue is 
reduced and students see clearly with comfort with- 
out straining necks and backs. Models with double 
revolving nosepieces require only a quick turn to 
switch from one power to another. Shielded by a 
circular housing, the paired objectives are completely 
protected from dust as well as abusive handling. 
Spencer Júnior Stereoscopic Microscopes provide 
clear, erect images and wide, fíat fields. Magnifica- 
tions range from 6.8X to 98X. Priced well below 
other stereoscopic microscopes, they appeal to the 
school with a limited budget. 


rv-v. 
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American fp Optical 

-- COMMNV 

Lnstrument División 
Buffalo 15, New York 


SPENCER 


Representantes Exclusivos: 

PUERTO RICO OPTICAL COMPANY 

San Francisco #363 - San Juan, P. R. 
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to relieve nausea and vomitíng 
of pregnancy and ¡n adoles- 
cent acné 


»«•••• 




•*«•* .. _ . 

PYRlBEXIf* 






(Pyridoxine HCI Thiamine Chloride) 
Each 1 cc contains: 

Vitamin Bl ...50 mg 

Vitamin B6.50 mg 


VIALS OF 10 


IROBLEX 


for use ¡n hypochromic and 
tritional anemias 


(Iron - Liver - B Complex) 
Each cc contains: 

Thiamine HCl (Bl) .100. 

Riboflavin (B2) . 0.! 

Pyridoxine HCl (B6) . I. 

NICOTINAMIDE . 50. 

IRON CACODYLATE . 10. 

LIVER (10 U.S.P. UNITS 

PER CC) . o.; 

Phenol (As preservative) 0.5% 

VIALS OF 10 cc 


Improved 


Formula 


NION CORPORATION los angeles 38, california 

JOAQUIN BELENDEZ SOLA, INC. 

PO BOX 1188, SAN JUAN, PUERTO RICO 





















































Ahora, aún los pacientes gravemente enfermos pueden 
ser alimentados fácilmente con el equivalente nutritivo de las 
“tres comidas diarias", lo cual contribuye a su 
pronto restablecimiento acortando la convalecencia. 
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alimento completo para administración por sonda u oral 


La "dieta" para 24 horas de 900 g.de 
Sustagen satisface o excede las reco¬ 
mendaciones ds la Junta de Alimentos 
y Nutrición del Consejo Nacional de 
Investigación de los E. U. A. 

Calorías. 

. 3500 

Proteínas. 

....210 g. 

Grasas. 


Carbohidratos. 


Vitaminas y Minerales: 


Vitamina A.5000 unidades 

Vitamina D.500 unidades 

Acido ascórbico. 


Tiamina. 


Riboflavina. 


Niacinamida. 


Pantotenato de calcio. 


Clorhidrato de piridoxina.. 


Bitartrato de colina. 


Acido fólico. 


Vitamina Bu.4 microgramos 

Hierro. 


Calcio . 

.6.3 g. 

Fósforo. 


Sodio. 


Potasio. 

.7g. 

Disolución para sonda: 

1 taza (150 g.) de 

Sustagen 

por cada 300 c m. 3 
de agua. 

(10 oz.) 

Disolución para 
administración oral: 

1 taza (150 g.) de 

Sustagen 

por cada 240 em. 3 
de agua. 

(8 oz.) 


Los informes sobre aumento de peso en los pa¬ 
cientes alimentados exclusivamente con Sustagen 
por más de 90 días prueban su valor nutritivo. 

Por sonda— 

Con el Equipo Mead Para Alimentación Por 
Sonda, que consta de una sonda de material 
plástico cuyo diámetro es la mitad del de la sonda 
de goma más pequeña, el Sustagen se administra 
fácilmente sin malestar para sus pacientes. 

La diarrea, calambres y náuseas que a menudo 
acompañan a la alimentación por sonda práctica¬ 
mente no existen cuando se administra el Sustagen. 

Por vía oral— 

El Sustagen se mezcla fácilmente con agua ha¬ 
ciendo una bebida deliciosa para sus pacientes a 
dietas restringidas, con peso subnormal o desnu¬ 
tridos, y cuando la alimentación por sonda es 
descontinuada. 

Presentación: En polvo. Latas de 454 g. y 1.13 kg. 


MEAD JOHNSON & COMPANY, EVANSVILLE, INDIANA, E. U. A. 



P. O. Box 3081 — San Juan, P. R. 


































Eoch Colcicop Contato*: i 

OICAICIUM PHOSPHATE .. 290 mg. i 
CALCIUM GlUCONATE. • ... 190 mg.; 

VITAMIN 0 (Irr. Yeoit). .375 USP Unit* i 


NfON CORPORA «i 

IOS ANGELES • CALIFORNIA 


Patienl-Doctor Cooperation 
When Calcium Therapy is Prescrübed 


Los Angeles, California 


Mental anxiety, when induced by aversión 
to prescribed therapy, adds to the patient’s 
physical distress. Objection to calcium , 
may be overeóme by substituting dosage" 
in more agreeable form. CALCICAPS... 
an casy-to-swallow, capsule-shaped 
tablet... provide suitable supplement for 
young or oíd, where diagnosis reveáis a 
deficiency in calcium and phosphorus. 

Calciwafers are a pleasant tasting 

wafer containing double the poteney of 
CALCICAPS. 


Calcicaps with Iron are especially 

suitable in pregnaney, when the need for 
calcium, phosphorus and iron increases. 

Calcicaps, Calciwafers and 

Calcicaps with Iron contain an ade- 

quate amount of VITAMIN D essential 
for calcium absorption. 


CALCIWAFERS Each wafer contains: 
Dicalcium Phosphate 580 mg. 

Calcium Gluconate 380 mg. 

Vitamin D 750 USP Units 

Boxcs of 50 and 250 

CALCICAPS Each Calcicap contains: 
Dicalcium Phosphate 290 mg. 

Calcium Gluconate 190 mg. 

Vitamin D 375 USP Units 

Bottlcs of 100 and 500 


CALCICAPS with IRON Each Calcicap with 
Iron contains: 

Dicalcium Phosphate 290 mg. 

Calcium Gluconate 190 mg. 

Ferrous Gluconate 64 mg. 

Vitamin D 375 USP Units 

Bottlcs of 100 and 500 


JOAQUIN BELENDEZ SOLA. INC. 
P. O. Box 1188 — San Juan. P. R. 
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for samples, please write • 


DESITIN 

hemorrhoidal 

SUPPOSITORIES 

with cod liver oil 

are safe, conservative therapy 

in hemorrhoids 

. because they provide healing crude Norwegian 
cod liver oil (rich in vitamins A and D and 
unsaturated fatty acids, in proper ratio 
for máximum efficacy). 

. emollient, protective, lubricant to relieve 
pain, itching and irritation rapidly... to 
minimize bleeding and reduce congestión. 

.contain no styptics, narcotics 

or local anesthetics, so 
they will not mask 
serious rectal disease. 
Easy to insert and 
retain. 

Composition of Desitin Supposi- 
tories: crude Norwegian cod liver 
oil, lanolin, zinc oxide, bismuth 
subgallate, balsam perú, cocoa 
butter base. Boxes of 12 foil 
wrapped suppositories. 

CHEMICAL COMPANY • 
70 Ship Street • Providence 2, R. I. 


Distributor: 

COMERCIAL GODEL, INC. 
Calle Europa 802 
Santurce, Puerto Rico 








H E X A M I N 

SEnnniz 


¡s found SATISFACTORILY EFFECTUAL in the 

management of 

ESSENTIAL HYPERTENSION 


Each íablet provides: 


MANNITOL HEXANITRATE _ 35 mg. 

Vasodilator of choice, gradually lowering the pressure 
30-40 mm., lasting 4-6 hours. 

SODIUM NITRITE _ 15 mg. 

for relaxation of small blood vessels. 

RUTIN _ 20 mg. 

to increase resistance of capillary walls. 

AMINOPHYLLINE _100 mg. 

as a diuretic in cardiac and nephrotic edema. 

PHENORARBITAL _ 10 mg. 


mild dosage, to help allay anxiety and decrease tensión. 

HEXAMIN, a rational combination of useful drugs, produces 
safe, gradual and longer lasting lowering of blood pressure. 

Bottles of 50 and 100 tablets 
Physicians’ Samples and Literature on request. 


Exclusive Distributors: 
JOAQUIN BELENDEZ-SOLA INC. 

P. O. Box 1188 Tel. 3-5010 

San Juan, Puerto Rico 
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poten! anti-diarrhea agent 
now available in the U.S.A. 

Entero-Vioform, a powerful agent for use in 
simple infectious diarrhea and amebic dysen- 
tery, is now available for the first time in the 
United States. This well-tolerated, virtually 
nontoxic anti-diarrhea agent is especially 
useful for travelers, who are particularly 
vulnerable to diarrhea. 

Entero-Vioform is available in tablets (also 
known as Vioform® tablets), each contain- 
ing 250 mg. iodochlorhydroxyquin U.S.P. 

VIOFORM @ (¡odochlcrhydroxyquin U.S.P. GIBA) 


New..,the first 


fc>r*oa,cl-speotr*vtrri antibiotic 


fop intramuscular 


injection *.. 



Terramycin* Intramuscular 

(brnnd of oxytetrncycline) 


easy parenteral admimstration 

prompt broad-spectrum antibiotic action 
uiell tolerated 


TERRAMYCIN intramuscular 
is ávailable in one-dose vials 
containing 100 mg. of stfrile 
TERRAMYCIN Hydrochloride. 

The dosage is 200 to 400 mg. daily, 
givén in divided doses 
of 1P0 mg. each at 
6 to 12-hour intervals. 


Solé distributors . 


Representing 

ES T 
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tiNTCO m 
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antiarthritic 
w it h 

múltiple 

advantages 



Salicylates and cortisone have com • 
plementary action when combined .., 


Smaller doses of each are sufficient to 
produce a therapeutic response equiv- 
alent to massive cortisone therapy. 
With smaller doses, side effects are 
absent, thus permitting SALCORT 
therapy over a prolonged period. 
THERE ARE NO WITHDRAWAL 
PROBLEMS WITH SALCORT. 

) 

Salcort provides safe, dependable re- 
lief in arthritic affections. Early func¬ 
ional improvement and a sense of well 
being are significant in a large per- 
centage of patients. 

Each tablet contains: 

Cortisone Acétate .2.5 mg. 

Sodium Salicylate .0.3 Gm. 

Aluminum Hydroxide Gel, dried.0.12 Gm. 

Calcium Ascorbate . 60 mg. 

(equivalent to 50 mg. ascorbic acid) 

Calcium Carbonate . 60 mg. 

professional literature and sample 
available on request 

THE S. E. MASSENGILL COMPANY 

BRISTOL, TENNESSEE 



Distribuidores: COMERCIAL GODEL - Calle Europa 802 
Tel. 3-1061 - Santurce, P. R. 

P. O. Box 1081 - San Juan, P. R. 














































acción antibacteriana 
y desodorante rápida 
en la otitis 


Furacin 

marca del nitrofurazone Eaton 

Oto-Solución Anhidra 



FURACIN n 
Mhyurous 
msOLUTION 

'Mamo of nitrofurazone 

2 "**» 0 J% NlTnOFUUAXON* 

R ,N * NON-AOUtOUS VtM' cl< 


El Furacin, por las grandes ventajas que presenta, sim¬ 
plifica extraordinariamente el tratamiento de las otitis 
media y externa. Ejerce acción antibacteriana sobre la 
gran mayoría de los gérmenes importantes clínicamente. 
La mayor parte de los pacientes se curan o mejoran nota¬ 
blemente muy pronto 1 - 2 . A los enfermos con otitis media 
crónica les agradará porque reduce considerablemente la 
secreción con mal olor 3 . 


(1) Douglass, C. C.: Laryngoscope 58: 1274, 1948; (2) Anderson, J. R„ y 
Steele, O. H.: Laryngo.scope 58: 1279, 1948; (3) Long, P. H.: A-B-C's of 
Sulfonamide and Antiblotic Therapy, Philadelphia, W. B. Saunders, 1948, 
p. 152. 

EFICAZ EN PRESENCIA DE PUS • SE MEZCLA FACILMENTE CON 
LOS EXUDADOS . VIRTUALMENTE NO IRRITANTE • TOXICIDAD 
TISULAR INSIGNIFICANTE • ESTABLE 

Formula: El Furacin Oto-Solución Anhidra (Furacin Anhy- 
drous Ear Solution N.N.R.) contiene 0,2% de Furacin disuelto 
en un líquido no acuoso, higroscópico, compuesto de glicol 
polietileno. 

Presentación : En frascos de 30 c.c., con cuentagotas. 



NORWICH, NEW YORK, E.U.A. 
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IOS NITROFURANOS—UNA CUSE SINGUUR OE ANTIMICROBIANOS o ^[m] a PRODUCTOS DE U INVESTIGACION CIENTIFICA DE EATON 


Distribuidores: CESAR CASTILLO, INC., Edificio Camaleglo 
Avenida Muñoz Rivera 70 - Hato Rey, Puerto Rico 
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DRYCO 
Para la Nutrición 
Ideal del Bebé 


DRYCO 

UN PRODUCTO 
BORDEN 


HlHas madres depositan su confianza en el con¬ 
sejo de sus médicos cuando se trata de seleccionar 
el alimento de sus bebés. Y los médicos en todas 
partes recomiendan especialmente DRYCO a las 
madres para la alimentación infantil. Su calidad 
consistentemente superior ha hecho de DRYCO 
una fuente segura de nutrición ... y a través del 
mundo incontables bebés se han desarrollado más 
fuertes y saludables con la ayuda de DRYCO. 

Durante los primeros meses de la infancia, cuando 
el crecimiento del bebé es más rápido, el alto con¬ 
tenido de proteína en DRYCO proporciona una 
adecuada cantidad de los aminoácidos esenciales 
para el desarrollo ... la reducida proporción de 
grasa en DRYCO asegura una digestión más fácil 
. . . el moderado nivel de carbohidrato hace las 
fórmulas de DRYCO más adaptables a las necesi¬ 
dades individuales del bebé ... y con DRYCO el 
bebé obtiene siempre cantidades abundantes de im¬ 
portantes vitaminas y minerales. 


Para informes profesionales completos sobre DRYCO, sírvase escribir a 
THE BORDEN FOOD PRODUCTS COMPANY 
División of The Borden Company, 350 Madison Avenue, New York, N. Y., E.U.A, 


Distribuidores para Puerto Rico: 

PLAZA PROVISION COMPANY, Fortaleza 104, San Juan, P. R. 


























true choleretic action 


WHAT IT IS 

Gallogen is a true choleretic, not a bile salt. It is the synthetic active 
ingredient of the ancient drug Cúrcuma. Chemically it is the dietha- 
nolamine salt of the mono-d-camphoric acid ester of p-tolylmethyl 
carbinol. 


WHAT IT DOES 

Gallogen acts directly on the hepatic cells--quickly and positively. 
A marked increase in the formation of bile by the liver follows its ad- 
ministration. This is natural, whole bile in volume and composition. 
Administered to patients with normal liver functions and patients with 
various liver impairments, Gallogen produces a choleresis in proportion 
to the functional capacity of the liver. This choleresis is prompt and 
lasting, the flow beginning in about one hour and lasting one hour or 
more after the onset. 


WHAT IT’S FOR 

Gallogen is indicated whenever it is desirable to increase the flow of 
bile, encourage activity of the gallbladder and promote normal function 
of the biliary system. Gallogen is therapeutically effective in biliary 
dyspepsia, chronic cholecystitis, nonobstructive cholangitis, biliary dys- 
kinesia, biliary stasis, pre- and postoperative conditions where the flow 
of bile is sluggish. 

Gallogen is a useful adjunct in cholecystectomized patients and in 
conditions characterized by incomplete digestión of fats and carbo- 
hydrates, and lack of intestinal motility. 

In X-ray visualization, Gallogen facilitares cholecystography by stim- 
ulating secretion of whole bile. 


G ai I I o q e 


Gallogen has a long record of clinical safety. It is nontoxic in thera- 
peutic doses. Gallogen is not habit-forming and may be administered 
over long periods of time without developing a tolerance to the drug. 

Contraindicated in acute biliary conditions, common duct obstruc- 
tions, acute hepatitis or marked cholangitis. 

PROFESSIONAL LITERATURE AND SAMPLES AVAILABLE 

THE S. E. MASSENGILL COMPANY Bristol, Tenn. 


Distribuidores: COMERCIAL GODEL - Calle Europa 802 
Tel. 3-1061 - Santurce, P. R. 

P. O. Box 1081 - San Juan, P. R, 








ALL SULFONAMIDES ARE NOT ALIKE 



E L K O S I N 


■ High solubility in both 
acid and alkaline uriñe 

■ High therapeutic blood leveis 

■ Low acetylation 

■ Low toxicity, low cost 


Tablets, 0.5 Gm. (double-scored). 
Syrup (strawberry-flavored), 0.25 Gm. 
per 4-ml. teaspoonful. 


ELKOS1N® (sulfisomidine GIBA) 


GIBA 
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moderna terapéutica 

en VAGINITIS 


50% de las mujeres enfermas sufren de derrames 
vaginales, y su pH es el índice. 

Siendo la acidez el factor terapéutico más importante 
en Vaginitis, DOMOGYN, con un óptimo pH de 4.2, 
controla rápida y efectivamente esa condición, resta¬ 
blece óptima acidez y normaliza la flora vaginal. 



Una cucharadita de DOMOGYN en polvo o el con¬ 
tenido de un sobre de DOMOGYN, en dos litros de 
agua caliente, forman una suave ducha terapéutica. 


De venta en todas las farmacias 



DOME CHEMICALS INC. 

109 W. 64th St., NEW YORK 23, N. Y. 


Distribuidores: LUIS GARRATON, INC. 

Fortaleza 352 - Tel. 3-1593 - Apartado 2984 - San Juan, P. R. 



nuevo 

4, áuMeo otflL potente 
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Acetazolamida LEDERLE 


Un nuevo diurético oral . . . 

No es mercurial ni derivado de xantina 


El DIAMOX, ampliamente probado y comprobado ya 
en clínicas y laboratorios, es un nuevo producto que 
se indica para el régimen del edema de pacientes cardíacos 

Administrado todas las mañanas, redunda en una 

copiosa diuresis que dura de 6 a 12 horas 

(sin interrumpir el descanso nocturno del paciente). 

El DIAMOX no es un irritante gastrointestinal ni renal. 

El DIAMOX no produce efecto tóxico cumulativo, 
ni cuando se lo administra, como se 
recomienda, durante un período indefinido. 

Viene en tabletas ranuradas de 250mg para uso oral 



un timbre de honor 


•Morw '«eiitrada 


LEDERLE LABORATORIES DIVISION 

CYANAMID INTER-AMERICAN CORPORATION 

49 WEST 49TH STREET, NEW YORK 20, N. T. 
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la formula completa 
ofrece las ventajas de la leche materna 



Reg. S. S. A. No. 21009 “A" P-1354/53 


1 il( )LAC es leche pura de vaca, segura, en forma con¬ 
veniente de polvo, modificada especialmente para la alimentación 
infantil. ¡Proporciona una nutrición completa en una fórmula 
sencilla! 


1 5I< )J AÁ ve se asemeja grandemente a la leche materna 
en sus características nutritivas y digestivas. Con su amplio con¬ 
tenido de proteína y reducido nivel de grasa, adición de lactosa, 
vitaminas y hierro agregados, BIOLAC satisface completamente 
las necesidades alimenticias de la infancia. 


mor AÁ VC es una fórmula completa fácil de recetar—no 
hay ingredientes extras que calcular en su fórmula—y BIOLAC 
es sencillo de preparar . . . sólo requiere la adición de agua. 


BIOI AÁ VC viene en su lata sellada al vacío para pro¬ 
tección de los bebés: es una fuente pura y sana de nutrición que 
todos los bebés necesitan para desarrollar cuerpos fuertes y 
saludables. 


una fórmula infantil completa que 
verdaderamente merece su recomendación 


Distribuidores para Puerto Rico: 

PLAZA PROVISION COMPAN Y, Fortaleza 104, San Juan, P. R. 






armatinic 

activado capsuletas 

Cada capsuleta de ARMATINIC ACTIVADO 


contiene: 

Sulfato Ferroso Desecado. 200 mg. 

*Crystamín.. 10 mcg. 

Acido Fótico... 1 mg. 

Acido Ascórbico (Vitamina C). 50 mg. 

f Hígado Fracción II, N. F. 

con Duodeno Desecado. 350 mg. 


*La Vitamina Bj2 Cristalina de los Laboratorios Armour 
t El hígado se digiere parcialmente con una cantidad 
igual de duodeno durante el proceso de manufactura. 



PRESENTACION: Frascos de 50 y 100, 


Vitamina Bi 2 con "activador” más concentraciones efectivas de todos los demás 
principios hemopoyéticos para asegurar una rápida y completa respuesta hemo- 
poyética. 



armatinic 

el nuevo LIQUIDO hematínico 

Cada onza fluida de ARMATINIC LIQUIDO 
contiene: 


Fracción Hepática I (Clarificada).... 1.25 gm. 
Citratos de Hierro y Amonio F.E.U.. . 1.30 gm. 

Acidq Fótico.. 2.0 mg. 

*Crystamín... 20.0 mcg. 


PRESENTACION: Frascos de 4 y 8 oz. 


*La Vitamina Bi 2 Cristalina de los Laboratorios Armour 


Para una efectiva y rápida respuesta clínica y un sabor refrescante. El Armatinic 
Líquido suministra Vitamina B 12 Cristalina con hígado clarificado y otros importantes 
principios hemopoyéticos en una forma líquida, fácil de tomar, con un sabor agradable. 



THE ARMOUR LABORATORIES chicago 11. Illinois, e. u. A. 

c¿e fáeptc&zccón 

TERAPEUTICA FISIOLOGICA MEDIANTE LA INVESTIGACION BIOQUIMICA 


This adtertisement appeart? in the November, 1952 issue of the following publicatione: 
America Clínica Eli Farmacéutico Sinopsis Medica Internacional 


Distribuidor: LUIS GARRATON, INC. 

Fortaleza 352 - Tel. 3-1593 - Apartado 2984 - San Juan, P. R. 















antibiótico de amplio espectro 
notablemente eficaz 
bien tolerado 

El Chloromycetin 



en las neumonías 


Notablemente eficaz en una 
gran variedad de neumonías 
causadas por bacterias, rickettsias 
y virus, el ciilokomycetin (clo- 
ramfenicol, Parke-Davis), es 
especialmente valioso en las in¬ 
fecciones mixtas y aquellas en 
que es difícil determinar el 
agente causante. 

Inusitadamente activo 
contra los estafilococos, el CHLO- 
Romycetin reduce la probabilidad 
de la infección broncopulmonar 
estafilocócica sobreagregada, una 
complicación cuya incidencia 
está aumentando. 


Excepcionalmentc bien 
tolerado, el chloromycetin es 
bien conocido por la casi total 
ausencia de trastornos gastro¬ 
intestinales, ni siquiera leves, y 
otros efectos colaterales. 

No obstante, no debe ser 
empleado indistintamente o para 
el tratamiento de infecciones 
menores—y, como otros medi¬ 
camentos, cuando se administra 
prolongada o intermitentemente, 
deben efectuarse recuentos glo¬ 
bulares periódicamente. 


Et Chloromycetin (cloramfenieol, Parke-Davis) se suministra en 
las siguientes formas: Cápsulas de 250 mg., frascos de 12; Cápsulas 
de 50 mg., frascos de 25. Líquido, suspensión de Palmitato de 
Chloromycetin, conteniendo por cucharadita (4 cu. 1 ) el equivalente 
«le 125 mg. de Chloromycetin; Ungüento Oftálmico de Chloromycetin 
al 1%, en tubos de 3.50 Gm.; Chloromyretin Oftálmi<*> (polvo para 
solución), frasquitos de 25 mg. con cuentagotas; Crema, al 1%, 
tubos de 28 Gm.; Intramuscular, frasco-ampollas de 1 Gm. y de 
2 Gm. (polvo para suspensión); Tíipico, frasquitos de 5 cm. 3 con 
cuentagotas. 



DETROIT. MICHIGAN. E.U.A. 


S-J-9-53 


De un editorial publicado en J.A.N1.A. (156:991, 6 nov. de 1954): 


Los antibióticos de espectro amplio administrados por 
vía oral pueden causar infección por Candida albicans 


<^•# 5 .— ||| Iiii inn^iilrtictr HUI,,, 


La 

preparación 
antibiótica 
más inocua y 
de espectro 
más amplio 


tratamiento antibacteriano 

más 

profilaxis antifungosa 
en una sola capsula 

Todo paciente que esté suficientemente 
enfermo como para necesitar antibióticos 
de espectro amplio merece la protección 
adicional que suministra misteclin con¬ 
tra la moniliasis intestinal. 

Cada cápsula misteclin contiene 250 mg. 
de STECLIN (Clorhidrato de Tetracyclina 
Squibb) y 250.000 unidades de micostatin 
(Nistatina Squibb). 

Dosis mínima para adultos: 1 cápsula q.i.d. 
Suministración: frascos de 12 cápsulas. 


MARCA OE FABRICA 



ISTECLI 


STECLIN • MICOSTATIN 

(TETRAC I C L I NA-N I STATI NA SQUIBB) 

antibacferiano • antifungoso 












SOOTHES, NEUTRALIZES, PROTECTS 


Cidanta antacid emulsión represents a new 
therapeutic concept in the symptomatic treat- 
ment of dyspepsia, heartburn, gastritis, gastro¬ 
enteritis, and peptic ulcer. 

Cidanta solves the problem of effectively buf- 
fering gastric hypersecretion. 

Cidanta provides rapid, prolonged antacid ac- 
tion without danger of alkalosis. It inhibits gas¬ 
tric secretion and motility, and alleviates painful 
spasms that may accompany peptic ulcers. 

f Aluminum hydroxide , 12.5 Gm. 

Each 100 cc. Glyc¡ne . 3 0 Gm 

of Cidanta < 

contains: ] 0il of maize • • • • 20.0 Gm 

' Maenesium citrate . . 3.0 Gm. 



Rx. Cidanta is supplied in bottles of 4 or 6 H. oz. vDOHAlE 





















disintegrates fáster tlian enteric-coated erythromycin 


i 


Erythrocin . . . for faster absorption 

New tissue-thin Filmtab coating (marketed only by Abbott) starts to 
disintegrate within 30 seconds—makes Erythrocin Stearate available 
for immediate absorption. Tests show Stearate form definitely protects 
drug from stomach acids. 



fil 


Erythrocin . . . for earlier b/ood leveís 

because there’s no delay from an enteric coating, patients get high, 
inhibitory blood levels of Erythrocin in less than 2 hours —instead of 
4-6 as before. Peak concentration is reached at 4 hours, with 
significant levels for 8 hours. 


!.5}ab‘*, Erythrocin .. . for your patients 

Filmtab Erythrocin Stearate is highly effective against coccic infections 
. . . and especially useful when the infecting coccus is resistant to 
other antibiotics. Low in toxicity— it’ s less likely to alter normal 
intestinal flora than most other oral antibiotics. Conven- FA H H j, 
iently sized (100 and 200 mg.) in bottles of 25 and 100. 

*TM for Abbott’s film sealed tablets, pat. applied for. 


ABBOTT LABORATORIES PUERTO RICO INC. 
CayeySt., Córner William Jones • Santurce 





Primera 

... en el campo de la 
investigación antibiótico 

Primera 

... en introducir un 
nuevo y superior antibiótico 


ACIOIICINH 


TETRACICLINA 


Y, ahora, primera 

... en lanzar una forma intramuscular 
antibiótica nueva y superior í 


CLORHIDRATO DE 


ACROMICI 

HCI DE TETRACICLINA CRISTALINA 

INTRAMUSCULA 


Envases: (rasco efe 100 mg 
(a diluirse cor\ agua, pora inyección, 
agregando 2cm“ a cada (rasco de 100 mg. 
Las soluciones se mantienen a la 
temperatura ambiente durante 24 horas). 




•Marca de fábrica 



Las primicias en materia de investigación antibiótica provienen de: 

LEDERLE LABORATORIES DIVISION, Cyanamid Inter-American Corporation,49 West 49th Street, New York 20,N.Y 
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UPPER GASTROINTESTINAL BLEEDING* 

J. A. DE JESUS, M.D., RAMON A. SIFRE, M.D. ancl 
CARLOS E. BERTRAN, M.D.** 

Since the subject of gastrointestinal bleeding is so extensive 
we shall limit the scope of this paper to inelude a review of our ex- 
periences with only upper gastrointestinal bleeding in the indigent 
population that attends the medical wards of the San Juan City 
Hospital. The records of 75 patients seen during the years 1951 
to 1954 inclusive were reviewed. 

There were 59 male and 16 female patients in this series, a 
ratio of four males to one female. The age distribution is shown 
in Table 1. The highest incidence of bleeding occurred in the 
5th decade of life. 


table 1 

AGE DISTRIBUTION 


10-20_ 3 

21-30_12 

31-40_14 

41 - 50_21 

51-60_11 

61-70_10 

71 - 80_ 3 

81 - 90_ 1 


Total_ 75 


In analyzing the various causes of bleeding several interesting 
points were noted. Bleeding from duodenal ulcer occurred at any 
age (20-88 yrs.) but was more common in the 2-3-4th decades. 
Bleeding from gastric cáncer occurred in the 5th to the 8th decades 
only. Twelve of the 15 cases of bleeding varices occurred in the 
5th to the 7th decades. Poisoning with suicidal intent was the cause 


* Presented before the Regional Meeting of the American College of Phy- 
sicians, January 29, 1955. 

** From the San Juan City Hospital and the University of Puerto Rico, School 
of Medicine. 
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of bleeding in the younger age groups (17-34 yrs.). Three cases 
ingested HC1, one phosphorus and one lysol. 


TABLE II 


DISTRIBUTION OF 

CASES 






Casef 



Cases 




(Ivy) 

% 


(Ours) 


% 

Peptic Ulcer 

| 3310 | 

71.7 


32 


42.6 

Gastric Carcinoma 

478 | 

10.3 

1 

8 


10.6 

Cirrhosis 

201 

4.4 

1 

15 


20.0 

Gastritis 

S4 | 

1.8 

1 

2 


2.6 

Poison 

2 ¡ 


1 

5 

I 

6.3 

Miscellaneous 

| 238 | 

6.4 

1 

2 

1 

2 6 

Of undetermined cause 

250 

5.4 


11 

i 

14.7 


4814 



75 




In Table II a comparison is made of the relative frequency 
of upper gastrointestinal bleeding between our cases and 4614 
cases collected from the literature by Ivy and his co-workers. This 
comparison is not intended to suggest statistical importance to our 
cases, but merely to point out the diíferences in clinical material 
as follows: the incidence of bleeding from peptic ulcer in our series 
is only 42.6% as compared w:th the 71.7% recorded in Ivy’s study. 1 
This difference is accounted for principally by the higher incidence 
of bleeding varices in cur cases and also by the relatively large 
percentage of bleeding from the ingestión of Chemical poisons. 
Among the 4,600 odd cases in Ivy’s collected figures there were 
but 2 cases of poisoning as against 5 cases in our series. 

The cause of bleeding was not established with certainty in 
11 cases (14.6%). In 6 cases, complete studies failed to reveal the 
lesión, but for reasons beyond our control, in some of them x-ray 
studies were not carried out at an optimum time. Two others 
died soon after admissicn and the others left the hospital against 
advice or before proper studies could be completed. 

The literature varíes considerably regarding the incidence 
and mortality from hemorrhage of the upper gastrointestinal 
tract.-' :i 4 This should be expected in view of the many factors 
concerned, one of which is the definition of the term as applied 
to specific cases. 

Everyone has agreed regarding the meaning of occult blood 
as detected by Chemical methods. There is no confusión regard¬ 
ing the meaning of manifest bleeding, which refers to the pre- 
sence of red blood in the vomitus (hematemesis) or to black tarry 
stools (melena). A loss of 60 cc of blood will yield a dark stool 
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on a milk and cream diet and 80-100 cc a black stool on a general 
diet; even less will form a clot in the gastric contents. This is not 
a significant blood loss per se, yet, such a hemorrhage is sometimes 
referred to as “gross” or “massive” hemorrhage. In some articles, 
“gross” is used in the same sense as manifest or visible evidence 
of bleeding. On the other hand, “massive bleeding” is írequently 
used to indícate severe bleeding or that degree of blcod loss which 
per se threatens life as evidenced by dizziness, weakness, fainting, 
or shock. Unfortunately, the appearance of these symptoms de- 
pends to a significant extent on the acuteness of hemorrhage. 
Hematemesis obviously indicates to some extent the acuteness and 
perhaps the severity regardless of the site of bleeding. It is also 
clear from the modera literatura that hematemesis may occur 
without melena, even in duodenal and anastomotic ulcer, and that 
melena alone occurs more frequently in duodenal than gastric ulcer. 

Recognizing the difficulty in classifying the cases as to the 
severity of bleeding we have used the following criteria: 

1. The estimated amount of blood loss. 

2. Presence of shock. 

3. The amount of blood needed to stabilize the vital signs. 

4. Hematocrit, red blood cell count and hemoglobin level. 

If the estimated amount of blood loss was over 1000 cc it was 
considerad massive bleeding. Also when the amount of blood given 
was 1000 cc or more. From the laboratory point of view the se¬ 
verity of bleeding was classified according to the criteria shown 
in Table III. 



TABLE 

III 


CLAS3IFICATION 

OF BLEEDING 



Ht. 

Hb. 

RBC 

Minimal 

+ 40 

+ 70 

+ 4.0 

Modérate 

+ 25 

+ 50 

+ 3.0 

Massive 

-.25 

-50 

- 3.0 


TABLE 

IV 



DEGREE OF BLEEDING 



Min. 

Mod. 

Mass. 

Peptic Ulcer 

5 

12 

15 

Varices 

0 

1 

14 

Poisoning 

3 

2 

0 

Carcinoma 

0 

5 

3 

Gastritis 

0 

1 

1 

Hiatus Hernia 

1 

0 

1 

Undetermined 

2 

4 

5 
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Using these criteria all the cases were classified as shown in 
Table IV. Ten cases were minimal, 24 modérate and 38 massive 
bleeders. While only 15 of the 32 cases of peptic ulcer bled massive- 
íy; 14 out of the 15 cases of varices bled massively. Five of the 
eleven cases of undetermined origin bled massively. 

The relative frequency of the occurrence of hematemesis and 
melena is shown in Table V. 


TABLE V 

FREQUENCY OF HEMATEMESIS & MELENA 



Hematemesis 

Melena 

Both 

Minimal 

3 

2 

5 

Modérate 

2 

7 

15 

Massive 

1 

9 

28* 


* 3 patients passed bright. red blood in the stools. 


The indications for surgery in the cases that were operated are 
shown in Table VI. No deaths occurred in the patients bleeding 
from peptic ulcer disease. Only 5 of the 32 patients were operated 
upon, none of them for bleeding which failed to respond to medical 
management. An additional patient was operated upon because 
bleeding was not controlled by medical measures but he was not 
included in this report because we have been unable to lócate his 
hospital record. 

The overall mortality was 20%, and it was accounted for 
principally by the cases of bleeding varices. In three of the 8 deaths 
from bleeding varices the patients died three to ten days after 
the bleeding had stopped in a state of hepatic coma. It is well known 
that an episode of bleeding in a patient with cirrhosis may preci¬ 
pítate a bout of hepatic coma. One patient signed out against 


TABLE vi 
PEPTIC ULCER 

Subtotal Gastreetomy 


58 

M 

Gastric Ulcer 



Intractable Pain 

46 

F 

Gastric Ulcer 

59 

M 

Recurrent Bleeding 

56 

F 

Intractable Pain 

36 

M 

Previous Episodes of Bleeding (3) 
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medical advise while still critically ill. Another died of exsangui- 
nating hemorrhage 13 months after the splenectomy was períorm- 
ed for bleeding varices. Careful follow up was not possible in the 
other cases. 


table vil 

CAUSE OF BLEEDING 


Duodenal Ulcer 
Esophageal 
Gastric Carcinoma 
Poisoning 
Gastric Ulcer 
Gastritis 
Hiatus Hernia 
Marginal Ulcer 
Uncletermined 


Cases 

28 

15 

8 

5 

3 

2 

2 

1 

11 


Deatlis 

0 

8 

2 

2 

ü 

1 

0 

0 

2 


TOTAL 75 15 


Among the 5 patients who bled after the ingestión of the Che¬ 
mical poisons HC1, lysol and phosphorus, 2 died. The one who in- 
gested phosphorus died 2 hours after admission and the autopsy 
revealed bleeding from the gastric mucosa, the páncreas, and the 
aorta. The other patient died in his second hospitalization for in¬ 
gestión of HC1 after a previous unsuccessful suicidal attempt with 
the same poison. 


SUMMARY 

1. 75 cases of upper gastrointestinal bleeding have been pre- 
sented. 

2. The causes, the degree of severity and the mortality in 
our cases have been presented. 
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EN TORNO AL PROGRAMA DE TUBERCULOSIS / 

FERNANDO PADRO, M.D. 

En 1933, la tasa de mortalidad por tuberculosis alcanza la ci¬ 
fra de 332.5 muertes por cada 100,000 habitantes. Es la cifra 
más alta registrada en toda la historia de la lucha antituber¬ 
culosa en Puerto Rico. El país, por entonces, estaba sufriendo de 
los estragos causados por los ciclones de San Felipe en 1928 y de 
San Ciprián en 1932. La tuberculosis campeaba por sus respetos. 

Había que hacer algo. Puerto Rico no podía entregarse a las 
inclemencias de una enfermedad. Había que luchar. Se crean mil 
camas adicionales para enfermos tuberculosos. A las 400 existen¬ 
tes en el Hospital de Tuberculosis de Río Piedras, hoy Sanatorio 
Alejandro Ruiz Soler, se le añaden otras cuatrocientas. Surgen 
los hopitales de Tuberculosis de Guayama con 100 camas; de Pon- 
ce con 300 camas; y de Mayagüez con 200 camas. Se reorganiza 
el programa de control de tuberculosis. 

Surgen los Centros de Tuberculosis. El problema no sólo es 
de diagnóstico. Hay que atacar a la enfermedad, tratando de de¬ 
tener su acción nefasta en el organismo humano. Estos Centros 
de Tuberculosis se preparan para rendir esta labor. Todos son equi¬ 
pados con fluoroscopios. Ahora el diagnóstico se hará con mayor 
certeza. Luego vendrán los equipos de Rayos-X y por último los 
aditamentos fotofluorográficos. Se establece un concepto nuevo en 
América para aquella época: La aplicación de la colapsoterapia, 
especialmente el neumotorax, como medida de tratamiento ambu¬ 
latorio. Esta medida de salud pública, eliminando focos de conta¬ 
gio mediante el cierre de cavernas y la conversión de esputos posi¬ 
tivos en negativos, aumenta indirectamente el número de camas 
disponibles en nuestros hospitales de tuberculosis. Se puede lograr 
un mejor aprovechamiento de ellas. 

Las organizaciones voluntarias antituberculosas del país, que 
habían estado muy activas localmente ayudando y añadiendo sus 
esfuerzos y voluntades para la creación de hospitales de tubercu¬ 
losis locales, se dieron de lleno a la nueva idea del programa de lu¬ 
cha antituberculosa. Allí donde faltaban fluoroscopios y otro equi¬ 
po, estas Ligas antituberculosas locales lo compraron o contribu¬ 
yeron en grande escala para su obtención. Las autoridades muni¬ 
cipales no fueron menos generosas. Con esta ayuda de todos los 
sectores de nuestra sociedad, el programa de lucha antituberculo¬ 
sa pudo desarrollarse sin grandes contratiempos. 

Los Centros de Tuberculosis pasaron a ser lo que son hoy en 
día: el principal sostén de nuestra campaña antituberculosa. Sus 
directores tienen que ser médicos debidamente entrenados en tu- 
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berculosis. No sólo conocen la parte clínica de la enfermedad, si 
no que a sus conocimientos en interpretación radiológica, se une un 
conocimiento de salud pública y de sus necesidades en relación con 
la tuberculosis. Las enfermeras asignadas a los Centros reciben 
entrenamiento especial sobre la materia. Los técnicos de Rayos-X 
conocen a la perfección sus obligaciones. La empleomanía de ofi¬ 
cina está debidamente adiestrada en los diferentes menesteres que 
se requieren para la buena marcha administrativa de los Centros. 

En estos momentos contamos con diecinueve en total. For¬ 
man parte de las Unidades de Salud Pública. La Unidad de Salud 
Pública que los alberga tiene que asignarle el personal necesario 
para su funcionamiento. Sin embargo, los Centros de Tuberculo¬ 
sis sirven a un número mayor de Unidades de Salud Pública con 
igualdad de condiciones. Los Centros de Tuberculosis son tan Cen¬ 
tros de Tuberculosis de la Unidad de Salud Pública donde están ubi¬ 
cados como de las Unidades de Salud Pública dentro del área que les 
está asignado el servir. Los directores médicos no sólo son consul¬ 
tores en materias de tuberculosis, sino que actúan de moderadores 
y de coordinadores en estas cuestiones entre los diferentes directo¬ 
res de las Unidades de Salud Pública a las que sirven, actuando de 
freno en muchos casos debido a las limitaciones de personal y de 
equipo. 

Los directores de las Unidades de Salud Pública son los jefes 
del programa de tuberculosis de su zona. Ellos preparan sus pla¬ 
nes en coordinación con los directores de los Centros de Tubercu¬ 
losis, quienes son los que conocen las limitaciones de sus equipos 
y personal. El Negociado de Tuberculosis formula los planes gene¬ 
rales. Presta toda aquella ayuda que dentro de las circunstancias 
pueda prestar, especialmente en cuestiones de supervisión y orien¬ 
tación, así como en reforzar el equipo radiográfico y prestar per¬ 
sonal técnico especializado. 

Los Centros de Tuberculosis tienen a su cargo, principalmen¬ 
te, la búsqueda de casos de tuberculosis. Examinan a los indivi¬ 
duos, los diagnostican y les aplican tratamiento ambulatorio. Al 
mismo tiempo, inician un estudio epidemiológico entre los contac¬ 
tos y allegados íntimos, con el fin de poder determinar el caso de 
origen, e investigar si hay otros casos en la vecindad. Esta restric¬ 
ción de búsqueda de casos está impuesta por la falta de equipo 
adecuado y de personal debidamente entrenado. No pueden hacerse 
encuestas entre grandes masas de población. 

Al crearse los Centros de Tuberculosis, la búsqueda de casos 
se hacía a través de un examen fluoroscópico. Más tarde, los Cen¬ 
tros fueron equipados con máquinas de Rayos-X, haciéndose des¬ 
de entonces el diagnóstico definitivo con una placa grande. La fluo¬ 
rografía cedió paso a la fotofluorografía. Todos los Centros de Tu- 
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berculosis en la actualidad tienen equipos fotofluorográficos. Una 
fotofluorografía sospechosa no indica la presencia de la enferme¬ 
dad tuberculosa. Solamente una placa grande tomada a pacientes 
con fotofluorografía sospechosa sirve de base para un posible diag¬ 
nóstico de tuberculosis. 

Teda persona mayor de 12 años es examinada gratuitamente 
en los Centros de Tuberculosis por medio de una fotofluorografía. 
A los niños menores de doce años, se les hace una fotofluorogra¬ 
fía siempre y cuando sean referidos por un médico competente 
quien los ha examinado previamente y los ha encontrado con sig¬ 
nos físicos de posible patología pulmonar. Los niños contactos de 
casos tuberculosos son examinados mediante prueba de tubercu- 
lina, y si positiva, se les toma una fotofluorografía o una placa 
grande, dependiendo de la facilidad para dicha toma. 

Una fotofluorografía sospechosa demanda una placa grande. 
Esta última es interpretada por el director del Centro de Tubercu¬ 
losis, y si positiva, el diagnóstico es dado por el médico al paciente. 
El record clínico se empieza. Los exámenes de contactos y alle¬ 
gados íntimos se llevan a cabo mediante fotofluorografías y prue¬ 
bas de tuberculina. Se educa al enfermo sobre su enfermedad y 
lo que él puede hacer para evitar el ser un problema de salud pú¬ 
blica. Se empieza su tratamiento. 

Afortunadamente contamos hoy con las drogas antitubercu¬ 
losas. El neumotorax, forma original de terapia antituberculosa 
al fundarse los Centros de Tuberculosis, dió paso al neumoperito- 
neo. La colapsoterapia ha sido suplantada por las drogas como la 
forma principal de tratamiento activo. Sin embargo, el valor de la 
colapsoterapia como medida de tratamiento sigue en vigor. La es¬ 
treptomicina en dosis de un gramo en inyección intramuscular ca¬ 
da tercer día y la isoniacida en dosis equivalentes a 4 miligramos 
por kilogramo de peso, en tabletas en dos tomas diarias, es el tra- 
tam ento a seguir. Cada tercer mes el resultado de este trata¬ 
miento se evalúa por medio de placas radiográficas. Puede ser ili¬ 
mitado. 

Un caso de tuberculosis, no importa su estado de actividad, 
es siempre observado periódicamente. El intervalo de los exáme¬ 
nes varía, pero nunca será menor de una placa anual. Casos que re¬ 
quieran hospitalización son enviados a los Hospitales de Tubercu¬ 
losis. Aquí reciben las ventajas de un tratamiento más apropiado 
en una institución preparada al efecto. 

Este programa de control de la tuberculosis ha estado rindien¬ 
do frutos admirables. La mortalidad por tuberculosis ha bajado 
a 38.3 muertes por cada 100,000 habitantes en 1954. Desde que se 
implantaron medidas de control adecuadas, ha habido un descenso 
continuo en la mortalidad, que se hizo marcadísimo durante el 1953. 
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Nunca en la historia de la tuberculosis en Puerto Rico se había 
llegado a estar por debajo de la tasa de 100 muertes por cada 
100,000 habitantes. En 1952, bajó esa tasa a 93.4 muertes por 
cada 100,000 habitantes, y el año siguiente a 47.1. 

El número de casos nuevos sigue alto. Lo que indica que la 
campaña de búsqueda de casos sigue dando resultados. Hay una 
tendencia a disminuir, pero las cifras oscilan alrededor de los 
5,000 casos anuales. Fallas en el equipo radiográfico y la diferen¬ 
cia de sectores poblacionales examinados, pueden explicar los cam¬ 
bios en los números notificados. 

Los Centros de Tuberculosis no atienden a todos los tuber¬ 
culosos en el país. Las cifras oficiales se refieren prácticamente 
a los enfermos que acuden a estos Centros de Tuberculosis. Los 
médicos particulares están muy reacios a notificar sus casos. Como 
prueba de que existe más tuberculosis que lo que demuestran las 
cifras oficiales, está el hecho de que aproximadamente el 35% de 
las muertes por la enfermedad no son conocidos como casos de tu¬ 
berculosis. 

A pesar del progreso realizado, la tuberculosis sigue creando 
un problema muy serio en el campo de la salud pública. El progra¬ 
ma de control de la enfermedad debe de mantenerse en todo su 
apogeo. La parte relativa a la búsqueda de casos debe de inten¬ 
sificarse. 

Comoquiera que los Centros de Tuberculosis sirven a un área 
mayor que la de la Unidad de Salud Pública donde están instalados, 
hay que establecer un sistema coordinado entre los Centros y las 
Unidades adyacentes servidas por ellos para aumentar el número de 
personas a examinarse. Hay que facilitar el intercambio de méto¬ 
dos y conocimientos entre el médico del Centro de Tuberculosis y 
los médicos de las Unidades. Las enfermeras visitantes deben de 
conocer al dedillo las necesidades de los Centros para determinar 
la prioridad de las visitas. 

Los directores de los Centros de Tuberculosis deben de visitar 
a todos y cada uno de los médicos de su zona, interesándolos en el 
problema de tuberculosis en su área y pidiéndoles su cooperación 
para el mejor desempeño de sus labores y una mejor notificación 
de casos. Debe de servirle como consultor en todos aquellos pro¬ 
blemas de tuberculosis que le puedan ser demandados. Mayor co¬ 
operación y coordinación entre la clase médica pondría de mani¬ 
fiesto problemas inherentes a las condiciones locales y un plan de 
acción adecuado podría ser llevado a cabo. 

La búsqueda de casos debe de intensificarse. Es necesario 
un mayor número de equipos fotofluorográficos. Sobre todo, de 
equipos movibles. Hay que llevar las facilidades de examen a los 
lugares más remotos de la isla. Para ello, es indispensable que los 
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oficiales médicos en salud pública, jefes de sus áreas respectivas, 
preparen programas al efecto. No sólo es importante saber las ne¬ 
cesidades de un grupo poblacional específico, sino que hay que 
planear como afrontar esos problemas. 

Las pruebas de tuberculina no han sido usadas como pruebas 
de diagnóstico. Su uso ha sido limitado al estudio de contactos 
de casos de tuberculosis menores de doce años. Aunque se han he¬ 
cho ciertos estudios indirectos por motivo de la vacunación por el 
BCG entre otros niños, de cierto no ha habido un programa en gran¬ 
de escala para saber el grado de infección tuberculosa en nuestra 
niñez. Ei Negociado de Higiene Maternal e Infantil ha empezado 
a desarrollar un programa de investigación tuberculínica en los 
niños de edad pre-escolar que concurren a sus clínicas. Hay pla¬ 
nes trazados para hacerles pruebas de tuberculina a todos los alum¬ 
nos del primer grado de nuestras escuelas, anualmente. ¿Sería po¬ 
sible repetir la prueba a los negativos a esta prueba de tuberculi¬ 
na al terminar su escuela elemental? Así podríamos tener un ín¬ 
dice de la infección tuberculosa en esta edad escolar. Actualmen¬ 
te, en niños de edad pre-escolar, del 15 al 20% son positivos a la 
prueba de tuberculina. Es muy interesante saber como se com¬ 
porta el 80 c ¡< restante durante sus primeros años de escuela. 

La vacunación por el BCG se practicó en grande escala me¬ 
diante un acuerdo entre el Departamento de Salud y el servicio de 
Salud Pública Federal. Luego ha sido continuada como medida 
preventiva en nuestros niños, sin hacer campaña al efecto. A los 
padres que concurren a las clínicas de las Unidades de Salud Pú¬ 
blica, se les explica sobre la vacunación y sus ventajas. Son vacu¬ 
nados todos los voluntarios, niños hasta de 8 años de edad, cuya 
prueba a la tuberculina sea negativa. ¿Está justificada esta va¬ 
cunación en nuestra población en los momentos actuales? Salvo 
en zonas densamente pobladas con un índice alto de morbilidad 
tuberculosa, donde el contagio es prácticamente imposible de evitar, 
no parece esta medida preventiva sea de tanta utilidad como en 
otros lugares. Si la isoniacida ejerce tan buena acción sobre la 
primo infección tuberculosa a tal extremo que evita las complica¬ 
ciones más temibles, como la meningitis tuberculosa y la tubercu¬ 
losis miliar, sería más factible desarrollar un programa de inves¬ 
tigaciones tuberculínicas con miras a usar de la isoniacida si el 
estado de los reactores positivos a su acción lo amerita. Así se 
mantendría un verdadero estado investigativo, sin descansar en 
las posibles seguridades de una vacunación cuyos resultados no 
siempre son lo halagüeños que se esperan. 

El tratamiento a todos y cada uno de los casos activos de tu- 
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Lerculosis debe hacerse una realidad. No debe permitirse a ca¬ 
sos activos de la enfermedad vagar por nuestras calles, dise¬ 
minando los gérmenes causales de la tuberculosis. Las drogas an¬ 
tituberculosas, por mejores que sean, no mejoran todas las formas 
de la enfermedad tuberculosa. La colapsoterapia — el neumoto¬ 
rax y el neumoperitoneo — no han perdido su valor terapéutico. 
La cirugía pulmonar y torácica se ha desarrollado grandemente. 
El descanso sigue siendo la base principal del tratamiento de la 
tuberculosis. La mejoría clínica de un paciente que llega hasta la 
inactividad de sus lesiones, es el producto combinado de un trata¬ 
miento juicioso dirigido por médicos especializados en la enfer¬ 
medad. No todo médico tiene los conocimientos necesarios para 
poder llevar a cabo un tratamiento que requiere del concurso de 
varios métodos. El tratamiento de la tuberculosis no consiste en 
dar drogas solamente. Un tratamiento mal dado, incompleto, re¬ 
dunda en perjuicio del paciente y en un mayor problema de salud 
pública. 

El tratamiento, a ser posible, debe ser empezado en un hos¬ 
pital de tuberculosis, por lo menos, hasta que las lesiones se esta¬ 
bilicen, para luego continuarlo ambulatoriamente. El número de 
camas para enfermes tuberculosos es en estos momentos de alre¬ 
dedor de 2,500. Es verdad que hay unas pocas camas vacías para 
mujeres, pero por el contrario hay una larga lista de espera para 
hombres. El número de camas disponible para enfermos tuberculo¬ 
sos es muy bajo. No debe ni siquiera pensarse en eliminar camas. 
Hay que aprovechar mejor las existentes. Los cinco mil casos nue¬ 
vos que se descubren año tras año, debían de ser admitidos a los 
hospitales de tuberculosis, empezarles su tratamiento, educarlos e 
indoctrinarlos sobre la enfermedad, y cómo evitar el propagarla. 
Lesiones detenidas o inactivas que no requieran tratamiento hos¬ 
pitalario, pero que sí necesitan vigilancia ulterior, deben ser en¬ 
viadas a los Centros de Tuberculosis para su estudio y control. Le¬ 
siones activas serían retenidas por los hospitales, hasta tanto se 
logre una estabilización de ellas, pasando luego a los Centros para 
continuar tratamiento ambulatorio. Así no habría casos de tuber¬ 
culosis sin haber recibido el beneficio de un diagnóstico precoz, 
un tratamiento adecuado y una observación ulterior eficiente. El 
problema de contagio y de propagación quedaría disminuido gran¬ 
demente y la salud pública en general saldría ganando. Las ca¬ 
mas en los hospitales de tuberculosis son necesarias en grado su¬ 
mo. El tratamiento quirúrgico adquiere cada día que pasa mayor 
importancia. Sólo en hospitales debidamente preparados para ello, 
se puede aplicar. Las drogas antituberculosas tienden a hacer des¬ 
aparecer las lesiones inflamatorias. Las lesiones crónicas persis- 
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ten a pesar del mejor de los tratamientos. La cirugía elimina es¬ 
tos restos. Casi podríamos afirmar que puede llegarse a una cu¬ 
ración. Este método de tratamiento requiere no sólo el equipo y 
los cirujanos, si no también de las camas. No puede hacerse am¬ 
bulatoriamente. Hay que conservar las relativamente pocas camas 
que disponemos. Si posible, debemos aumentarlas. 

El que el porcentaje de muertes por tuberculosis disminuya, 
no quiere decir que estamos acabando con la tuberculosis. Toda¬ 
vía nos falta mucho por hacer. Hay demasiados casos de tuber¬ 
culosis sin descubrir, y de los que conocemos, hay un gran núme¬ 
ro que siguen siendo problemas de salud pública a pesar de los tra¬ 
tamientos impuestos. La enfermedad se adquiere mediante el con¬ 
tagio. No sólo es contagiosa, si no que es transmisible. Habiendo 
tanto caso conocido y sin conocer, la población de Puerto Rico es¬ 
tá expuesta a contraer la enfermedad. Cada día aparecen más tu¬ 
berculosos. Como la incidencia de casos es más o menos estable, 
y la mortalidad ha disminuido considerablemente, el número de 
enfermos ha aumentado. Ante esta situación ¿vamos a desconti¬ 
nuar parte del armamento con que contamos y que tanto nos ha 
servido para lograr los resultados beneficiosos que hoy estamos 
palpando? 

El problema de búsqueda de casos sigue en pie. Tenemos que 
esforzarnos en tratar de conseguir el último caso de tuberculosis 
para ponerlo, si no bajo control en lo referente a su enfermedad, 
sí bajo la custodia de las autoridades competentes, cosa de tratar 
de evitar la propagación de la enfermedad. El aislamiento con su 
tratamiento correspondiente ayudaría grandemente en esta cam¬ 
paña. El conocer todos y cada uno de los casos de tuberculosis en 
Puerto Rico es imprescindible para completar un buen programa 
de control de la enfermedad. El examen ulterior de todos ellos es 
necesario para mantener la vigilancia sobre posibles recaídas y po¬ 
sibles aumentos de infección entre la población. 

El programa de control de tuberculosis está rindiendo frutos 
provechosos. No por esto debemos de aflojar nuestra presión so¬ 
bre la enfermedad y los problemas que acarrea. No podemos eli¬ 
minar o descontinuar ni siquiera parte de lo que disponemos para 
combatirla y hacerle frente con el éxito con que lo hemos estado 
haciendo. Al contrario, para poderle asestar el golpe final, debía¬ 
mos aumentar nuestros efectivos. Tenemos que mantenernos aler¬ 
ta centra el enemigo. Aún en su agonía nos puede causar un gra¬ 
ve daño si nos descuidamos o nos dormimos en los laureles. En 
pié de lucha y cambatiendo sin cesar, no importa los sacrificios, 
lograremos que la tuberculosis deje de ser un problema de salud 
pública en Puerto Rico. 



EL RIESGO DEL ACTUAL OPTIMISMO EXCESIVO EN LA 
EVALUACION DE LA BATALLA ANTI TUBERCULOSA 

E. FERNANDEZ CERRA, M.D. 

Ante la Asamblea Anual de la Asociación General Antituber¬ 
culosa de Puerto Rico celebrada, aquí en esta Asociación, aproxi¬ 
madamente un mes, pronuncié estas palabras dando voz de alarma 
sobre el riesgo de la injustificada reducción en el número de ca¬ 
mas disponibles para la hospitalización y tratamiento de los casos 
tuberculosos en Puerto Rico que contempla nuestro Departamento 
de Salud. 

A invitación de los organizadores de este panel, que creyeron 
que mis palabras de alarma debieran tener mayor difusión, re¬ 
petiré en parte la conferencia de esa noche. 

Quiero sin embargo, decir que mi posición es clara; es la de 
un fisiólogo, vivamente interesado por los problemas de nuestro 
país, por afición y por herencia, y en este caso, muy específicamen¬ 
te en los problemas de salud. 

No me anima más interés que la preocupación motivada por 
las frecuentes y metódicas manifestaciones que, en boca de las 
autoridades pertinentes, han visto la luz recientemente en la pren¬ 
sa de nuestro país, propalando una contemplada reducción mayor¬ 
mente en las facilidades para el tratamiento de la tuberculosis en 
Puerto Rico. Manifestaciones que entiendo tienen y seguirán te¬ 
niendo, de no ser modificadas, el nocivo efecto de crear un falso 
sentido de seguridad y una serie de confusiones y dudas entre el 
público en general, los pacientes y sus familiares, al inferirse de 
ellas, lógicamente, que la tuberculosis está erradicada en Puerto 
Rico y ha dejado de ser un problema de salud pública, o que ya 
no es necesario hospitalizar, o no recibirán mayores beneficios 
aquellos pacientes que padeciendo de tuberculosis fuesen hospita¬ 
lizados durante la fase activa de su enfermedad. 

Me propongo desvirtuar ambas inferencias. 

Todos coincidimos en que la declinación de la mortalidad por 
tuberculosis, iniciada hace muchos años en los países civilizados, 
se ha acelerado considerablemente desde que se introdujeron los 
tuberculostáticos en el tratamiento de la enfermedad. Sin embar¬ 
go, todos también coincidimos en que la morbilidad no ha seguido 
el mismo camino o sea no ha ocurrido una declinación correspon¬ 
diente. El número de casos nuevos disminuye muy poco y como 
resultado ha habido un aumento considerable en el sector tuber¬ 
culoso de la población. O sea, hoy hay mayor número de tuber¬ 
culosos que hace dos años. 

Es un hecho bien conocido que la tasa de mortalidad de una 
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enfermedad determinada no puede utilizarse como índice de fre¬ 
cuencia o como base para el planeamiento de medidas de control 
de la misma. Aunque la tuberculosis no es una excepción a la re¬ 
gla, hasta ahora y durante muchos años, los cálculos sobre su pre¬ 
valencia y sobre sus medidas de control se han basado en las ci¬ 
fras de mortalidad. Se consideraba que por cada muerte por tu¬ 
berculosis había 10 casos de la misma en la población y que se de¬ 
berían de proveer para los mismos 2.5 camas por cada muerte, o 
sea por cada 10 casos de tuberculosis en la población. 

Desde que se introdujeron los antibióticos en 1946 y sobre to¬ 
do desde el uso del INH en 1952, debido a la discrepancia tan mar¬ 
cada y significativa entre el curso de la mortalidad y morbilidad, 
todos los cálculos basados sobre mortalidad han perdido su vali¬ 
dez. Continuar aferrados a este sistema conducirá a tremendos 
errores puesto que el dramático descenso en la mortalidad sólo ha 
conseguido representar en forma falsa el problema de la tubercu¬ 
losis. Para mejor comprender la evolución de la enfermedad y te¬ 
ner un cuadro más real de la misma es preciso estudiar más a 
fondo la morbilidad. O sea que lo que importa saber es el número 
de enfermos que hay, ya que los índices obituarios no sirven para 
darnos esa información. Desgraciadamente, la información de 
morbilidad que existe es poco confiable ya que hasta recientemente 
se dependía de la mortalidad para hacer presunciones sobre mor¬ 
bilidad. 

Para demostrar la importancia de tener conocimiento sobre 
la morbilidad de la enfermedad y de refrenarnos de continuar ha¬ 
ciendo cálculos a base de mortalidad voy a utilizar las últimas 
cifras disponibles sobre Puerto Rico para probar este punto: 

En Puerto Rico, el índice de mortalidad en 1950 era de 129.6 
por 100,000 habitantes y murieron 2,861 personas. Utilizando el 
cálculo, válido entonces, de 10 casos de tuberculosis por cada muer¬ 
te encontramos que había entonces aproximadamente 28,610 casos 
de tuberculosis en Puerto Rico ese año. Esta cifra no está equi¬ 
vocada pues según estudios de la Unión Internacional Contra La 
Tuberculosis se considera que en países de mortalidad alta, y Puer¬ 
to Rico en 1950 era uno de ellos, más del 1 c /c de la población tiene 
tuberculosis. Si aplicamos este dato a la población de Puerto Rico 
a esa fecha notamos que la cifra que se obtiene es compatible 
con la de los 28,000 casos calculados por el índice de mortalidad. 


Según cifras oficiales murieron por tuberculosis 
en 1951 _ 2,654 personas 

1952 _ 2,092 

1953 _ 1,046 

1954 Aut alrededor de 850 personas (no te- 


ü»Ímkmrn 



Vol. 47 No. 6 


Fernández Cerra: Batalla ánti-Tb 23S 


nemos cifras exactas, pero sabemos que el índice de mortalidad 
para ese año fué de 38 por 100,000 habitantes.) 

Total_6,592 

De manera, que de los 28,610 tuberculosos que había en 1950 
fallecieron aproximadamente 6,592 hasta el 1954, quedando enton¬ 
ces alrededor de 22,000. Sin embargo, desde 1950 para acá se han 
estado descubriendo casos nuevos anualmente, alrededor de 5,000 
por año, los cuales tenemos que añadir a los 22,000 que quedaban, 
obteniendo así un total aproximado de 40,000 casos de tubercu¬ 
losis para el año 1954. Así que con un índice de mortalidad de 38 por 
100,000 habitantes había 40,000 casos en 1954, cuando en 1950 
con un índice de mortalidad más alto, de 129.6 por 100,000, ha¬ 
bía sólo 28,000 casos. Por esta discrepancia entre mortalidad y 
morbilidad, antes mencionada, hemos creado un mayor número de 
casos de tuberculosis en la población o sea un sobrante en térmi¬ 
nos de contabilidad. 

El problema es saber qué número de esos 40,000 casos están 
activos y son focos de propagación de la enfermedad. Como no 
existen cifras en ese sentido tenemos que llegar a las siguientes 
conclusiones: 

1. Los nuevos tuberculcstáticos en el tratamiento de la tu¬ 
berculosis producen una sensación de bienestar marcada en los pa¬ 
cientes. En aquellos que tienen síntomas son librados de ellos con 
relativa rapidez. Se cura un número substancial de pacientes y 
también se cronifican o vuelven crónicos un número también subs¬ 
tancial de pacientes que normalmente hubiesen muerto, prolongán¬ 
doles la vida permitiéndoles ser focos de infección por varios años 
más. Los que tratamos tuberculosis hemos visto moribundos, des- 
hauciados, perdidas todas las esperanzas, que literalmente como 
Lázaro se han levantado y andado. Muchos de esos pacientes hoy 
en día están vivos, pero no curados y debido a la sensación de bien¬ 
estar que sienten, la mayoría de ellos no están hospitalizados. 

2. El número de recaídas o recidivas es mayor que antes del 
advenimiento de las drogas. Esto se debe a varias razones —pri¬ 
mero— estas drogas son meramente bacteriostáticas y no bacte¬ 
ricidas, o sea no matan el bacilo que causa la tuberculosis; mera¬ 
mente impiden su reproducción. 

Segundo—los pacientes tienden a abandonar el tratamiento en 
mayores números que antes sin estar el mismo concluido. Esto se 
debe principalmente a la sensación de bienestar que obtienen y al 
falso sentido de seguridad que la prensa laica ha contribuido a 
crear entre muchos de ellos debido a manifestaciones exagerada¬ 
mente optimistas o poco exactas. 

En tercer lugar hay un número substancial de pacientes, po- 


236 Bol. Asoc. Mki». de P. R. 


Junio, Í955 


siblemente en mayores cantidades en comunidades pequeñas, que 
están siendo tratados por médicos generales cuyos conocimientos 
de la patogenia de la enfermedad son escasos o limitados. Esto 
es principalmente debido a que por generaciones el estigma de ser 
conocido como tuberculoso ha sido tal que a muchas personas no 
les gusta les vean entrar en oficinas de especialistas en esta en¬ 
fermedad y por lo tanto prefieren ir a oficinas de médicos gene¬ 
rales a que le den el tratamiento de inyecciones y píldoras para 
dicha enfermedad. Anteriormente, debido a lo altamente especia¬ 
lizado y técnico del tratamiento de la tuberculosis un enfermo de 
la misma se veía obligado a recurrir ya al especilista privado, ya 
al centro de salud a obtener tratamiento para la misma. Sin em¬ 
bargo, como hoy en día se conoce generalmente el tratamiento 
quimioterapéutico de la enfermedad y se saben generalmente las 
dosis a aplicarse, le es fácil al médico general recetar el mismo. 
Desde el punto de vista de salud pública ésto tiene, además, la im¬ 
plicación de que estos casos no son reportados al Negociado de Tu¬ 
berculosis y por lo tanto no se obtienen cifras verdaderas en cuan¬ 
to a la morbilidad. 

Cuarto — Desarrollo de resistencia de parte del bacilo de la 
tuberculosis a los bacteriostáticos. El bacilo de la tuberculosis 
tiene la facultad de poder desarrollar resistencia o defensas contra 
estas drogas. Esta facultad aumenta según progresa el tratamien¬ 
to. De manera, que todo caso mal tratado tiene la desventaja de 
posiblemente las drogas haber perdido su efectividad debido al 
desarrollo de resistencia a las mismas y por lo tanto el tratamiento 
futuro ser mucho más difícil y complicado. 

Si todas estas razones no fueran suficientes para hacer recon¬ 
siderar cualquier reducción en el número de camas se me ocurren 
que todavía no hemos discutido dos datos que son de singular im¬ 
portancia: primero — el reposo es insustituible e imprescindible 
en el tratamiento de la tuberculosis. Ningún tratamiento pasado 
o presente substituye al reposo en el tratamiento de esta enferme¬ 
dad. Esta es la base sólida sobre la cual se echan los cimientos 
de la curación. Hemos visto que aquellos pacientes, que en adición 
a otros tratamientos, observan un reposo adecuado no sólo ob¬ 
tienen mejores resultados en sus curaciones sino que los obtienen 
más rápidamente que aquellos que no observan reposo. 

Segundo — Desde el punto de vista de salud pública todavía 
sigue siendo el mejor medio de evitar el contagio el aislar a los 
casos activos. 

Los tratamientos ambulatorios para tuberculosis solamente es¬ 
tán justificados cuando hay escasez de camas o cuando el paciente 
está imposibilitado por alguna razón muy importante de hospita¬ 
lizarse durante la fase activa de su enfermedad. Es un dato bien 
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establecido que países que mantienen una proporción alta de ca¬ 
mas por paciente, tienen mortalidad más baja que aquellos donde 
no es así. La historia de la lucha antituberculosa en Puerto Rico 
creo nos ofrece una comprobación de ésto: En el 1932 se estable¬ 
ció en Puerto Rico el Negociado de Tuberculosis del Departamento 
de Salud. Entonces la mortalidad era de 205 por 100,000 habitan¬ 
tes. Este índice de mortalidad subió a 332 por 100,000 en 1933 
a pesar de todos los esfuerzos de dicho negociado. En 1933 se aña¬ 
den 800 camas y los dispensarios del Departamento de Salud se 
convierten en centros y a pesar de Puerto Rico estar atravesando 
por una depresión económica el índice de mortalidad bajó a 207 
por 100,000 habitantes en 1946. Luego, al añadirse la Estrepto¬ 
micina y el Parasal como ayudas adicionales bajó dicho índice de 
mortalidad a 93.4 por 100,000 en 1952. 

En 1952 ocurrieron dos hechos fortuitos en la historia de la 
lucha antituberculosa en este país — primero, el uso de la Isonia- 
cida como arma valiosa en el tratamiento de la tuberculosis y se¬ 
gundo se añaden 800 camas más a las que ya había disponibles 
para la hospitalización de enfermos tuberculosos. Declina enton¬ 
ces la mortalidad a 38 por 100,000 en 1954. Sin embargo, entiendo 
que esta reducción tan dramática y tan halagadora no se debe ex¬ 
clusivamente al uso de la Isoniacida sino también en una parte 
considerable al incremento en el número de camas. 

Debido a la ausencia de otras razones nos vemos obligados a 
considerar que ha sido la dramática disminución en mortalidad lo 
que ha movido a considerar una reducción en el número de camas. 

Creo haber demostrado que de continuar utilizando ese cri¬ 
terio nos conducirá a lamentables errores. Para propósitos de dis¬ 
cusión utilizaremos las cifras de mortalidad para con ellas demos¬ 
trar que aún con la mortalidad y morbilidad que tenemos ahora en 
Puerto Rico no es justificable, bajo consideración alguna, el des¬ 
intensificar la lucha antituberculosa. 

En el 1950 el índice de mortalidad por tuberculosis en Puerto 
Rico era 129.6 por 100,000 habitantes. Sin embargo, entonces ha¬ 
bía 31 países con mortalidad más baja que la de Puerto Rico. Y 
de éstos 16 tenían una mortalidad menor que la que tiene Puerto 
Rico hoy día y a pesar de tener una mayor proporción de camas 
por pacientes que Puerto Rico, ninguno consideró reducir el nú¬ 
mero de las mismas. 

En 1952 el índice de mortalidad de Puerto Rico era de 93.4. 
Países como Escocia con 31.3, Suiza (24.8), Inglaterra (24.1), Ca¬ 
ñada (17), Estados Unidos (16.1) y Dinamarca (8), todas cifras 
menores que las actuales en Puerto Rico y vuelvo y repito, mayor 
proporción de camas por pacientes que las que existen en Puerto 
Rico, ninguno consideró reducir el número de camas ni convertir 
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sus sanatorios en hospitales generales, no importa cual fuese la 
necesidad de los mismos. 

En 1953 Estados Unidos con un índice de mortalidad de 12.3 
y de morbilidad de 52.6 por 100,000 habitantes (Puerto Rico tiene 
ahora mortalidad de 38 y morbilidad de 207 por 100,000 en 1953), 
no se consideró reducción alguna. Los sanatorios que se han ce¬ 
rrado se ha debido principalmente a la localización de los mismos. 
Estos fueron principalmente construidos en la época en que el tra¬ 
tamiento de la tuberculosis era exclusivamente climático y por lo 
tanto estaban localizados en lugares retirados y remotos. Como 
hoy en día se puede proveer el mismo tratamiento en las grandes 
ciudades, los pacientes prefieren obtenerlos cerca y no acudir a 
estos sanatorios lejanos. 

Entiendo que el porvenir de la lucha antituberculosa depende 
del balance final entre los casos curados y el número de casos 
crónicos. De aplicarse juiciosamente los tratamientos, haciendo 
uso de todas las facilidades disponibles para así aumentar el nú¬ 
mero de curados y reducir el de crónicos, y de aislarse los casos 
activos para evitar propagación de la enfermedad, es lógico pen¬ 
sar que llegará el momento en que el balance sea favorable. 

Procede, pues, hacer propaganda en el sentido de educar a 
la población a valerse de todas las facilidades asistenciales que es¬ 
tén indicadas en cada caso y además condenar el uso indiscrimi¬ 
nado de bacteriostáticos, para garantizar así mayor número de cu¬ 
raciones. Hay que desvanecer el error, entre los profanos, que la 
enfermedad está vencida. Hay que imbuir en el espíritu del pu¬ 
blico la idea de que los bacteriostáticos no pueden reemplazar, por 
si solos, al tratamiento clásico de la enfermedad y que para obte¬ 
ner de la medicación el máximo rendimiento ha de integrársela a 
un plan coordinado en el cual figuren también el reposo, la colap- 
soterapia y en determinados casos la cirugía de exéresis, si quere¬ 
mos que la tuberculosis deje de ser un problema en pocos años. 

Debemos evitar crear, con expresiones exageradamente opti¬ 
mistas, ilusiones terapéuticas y un falso sentido de seguridad en¬ 
tre los enfermos y sus familiares, puesto que los perjuicios de un 
tratamiento mal llevado son con frecuencia irreparables para ellos 
y muy bien podrían serlo para Puerto Rico. 


TUBERCULOSIS EN LOS NIÑOS 


JOSE E. 8IFONTES, M.D * 

Desde el punto de vista del Pediatra, el futuro de la tuber¬ 
culosis en el niño puertorriqueño depende de las características de 
la enfermedad según se observa en nuestra población infantil. 

Nuestros niños adquieren la enfermedad casi siempre mediante 
contacto con un adulto tuberculoso. Este es capaz de transmitir la 
enfermedad al niño, no solamente antes de que se haya descu¬ 
bierto y tratado la enfermedad en el adulto sino, que en muchos 
casos después de haber iniciado tratamiento, con las drogas y a 
veces, aún, después de haberlo completado. 

Al adquirir la enfermedad, el niño desarrolla una infección 
primaria pulmonar. Poco tiempo después viene una diseminación 
hematógena casi siempre, oculta, pero capaz de producir la tuber¬ 
culosis extra-pulmonar comunmente observada en el niño, como 
tuberculosis ósea y meningitis tuberculosa. 

En la mayoría de los casos la lesión pulmonar primaria en el 
n'ño pasa inadvertida y se cura, dejando como huella, algunas cal¬ 
cificaciones o un pequeño foco invisible de tuberculosis en los ápi¬ 
ces pulmonares. 

Varios años o décadas, más tarde, durante un período de cri¬ 
sis en la vida del individuo, este foco apical puede reactivarse y 
producir la tuberculosis de tipo reinfección que se observa en el 
adulto. Es muy probable que la gran mayoría de los adultos tuber¬ 
culosos adquirieron la enfermedad durante la niñez. 

El futuro de la tuberculosis en nuestros niños y quizás en 
nuestros adultos dependerá principalmente del grado de contagio 
que está recibiendo nuestra población infantil actualmente de los 
adultos tuberculosos. 

Puede estudiarse esta situación, a través de estudios de tu- 
berculina en los niños menores de 3 años de edad, o sea aquellos 
que han nacido luego de haberse descubierto la isoniacida. 

En mis estudios, he podido observar, áreas urbanas donde so¬ 
lamente el dos por ciento de estos niños, o sea menos de tres años 
de edad, han tenido su prima infección tuberculosa. Mientras que 
tenemos arrabales donde 52% de los niños menores de tres años 
de edad ya han tenido tuberculosis primaria. En estos arrabales 
se sigue incubando una gran fuente de tuberculosis que podría per¬ 
petuar la enfermedad en nuestra población y que actualmente está 
enviando el mayor número de niños menores de 3 años con tuber¬ 
culosis a ingreso a nuestro Sanatorio. Por esta razón el propósito 
de nuestro trabajo de investigación es el control de la Tubercu¬ 
losis Primaria y sus complicaciones, tales como la meningitis tu- 
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berculosa, tuberculosis ósea y la Tuberculosis Pulmonar progresiva. 

Estamos usando la isoniacida en niños con Primainfección Tu¬ 
berculosa para determinar si será posible, evitar estas complica¬ 
ciones, curando la enfermedad en sus principios. 

Aún no sabemos, cuales serán los resultados de esta investi¬ 
gación y pasarán varios años ante de que podamos llegar a conclu¬ 
siones finales. 

Mientras tanto el mejor medio de controlar la tuberculosis en 
el niño es evitando el contacto del adulto tuberculoso con los ni¬ 
ños. Cuando esto es inevitable, podría vacunarse estos niños con 
BCG, entendiéndose que aún deben usarse precauciones, ya que la 
BCG no ofrece protección absoluta. 

De acuerdo con mis observaciones personales, vislumbro este 
cuadro ideal para el control de la Tuberculosis en el niño: se evi¬ 
taría el contagio de los niños mediante una campaña de educación 
al público que permitiera el diagnóstico, tratamiento y hospitaliza¬ 
ción del adulto tuberculoso en las fases mínimas de la enferme¬ 
dad. Los enfermos persistentemente positivos debieran permane¬ 
cer aislados y a la misma vez, recibir instrucción especial del 
peligro que ellos representan para sus semejantes. 

Por otra parte se harían pruebas de Tuberculina cada seis 
meses en todos los niños sanos de manera, que tan pronto el vi¬ 
raje tuberculínico, indicara la infección primaria, se iniciara el 
tratamiento con isoniacida u otra droga nueva, que permitiera cu¬ 
rar la enfermedad antes de que esta se desarrollara. Así no ve¬ 
ríamos más niños lisiados permanentemente por la tuberculosis 
ósea, meningitis tuberculosa y lesiones avanzadas pulmonares. 



PAGINA DEL PRESIDENTE 


Programa Radial 

Cumpliendo con otro de nuestros objetivos, el 
domingo 19 de junio iniciamos una serie de pro¬ 
gramas radiales con la idea de intensificar nues¬ 
tra labor de relaciones públicas, llevando a la co¬ 
munidad información genuina sobre la labor que 
realiza la clase médica en el país y sobre los ade¬ 
lantos alcanzados por la ciencia médica. 

La transmisión de este programa es posible gracias a la co¬ 
operación generosa que nos ha dado la Madison Pharmaceutical 
Laboratories, Inc. y a la colaboración que nos han prometido los 
compañeros a quienes nos hemos acercado. 

En los dos primeros programas del mes hemos tenido la ayu¬ 
da valiosa del honorable Secretario de Salud, doctor Juan A. Pons, 
quien ha discutido en términos muy apropiados todo lo concer¬ 
niente al problema de la poliomielitis y la vacuna Salk. 

Cordialmente invitamos a todos los compañeros a escuchar 
este programa todos los domingos a las doce del mediodía, a tra¬ 
vés de la WKAQ o las radioemisoras de Ponce y Mayagüez que 
retrasmiten el mismo y que exhorten a sus familiares y amigos a 
que nos honren con su atención. Quedan igualmente todos invita¬ 
dos para colaborar en el programa. Aquellos que deseen brindar¬ 
nos ayuda pueden dirigirse a la secretaría de nuestra Asociación 
o al Comité de Relaciones Públicas. 



Boletín Médico 

Con la presente edición del Boletín, la Junta Editora ha logra¬ 
do poner al día la publicación de nuestra revista. 

El esfuerzo realizado por los compañeros editores es merece¬ 
dor de nuestro sincero reconocimiento y para que puedan seguir 
llevando a cabo su tarea con la diligencia hasta ahora demostra¬ 
da, es preciso que todos los miembros de la Asociación les brin¬ 
demos la mayor cooperación posible. 

Sabemos que muchos compañeros tienen sobre sus escritorios 
artículos pendientes de varios toques finales para su inmediata 
publicación. Cordialmente les invitamos a dedicar a esa tarea al¬ 
gunas horas, de manera que puedan remitir su artículo a la Junta 
Editora en el curso de los próximos días. 
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Servicio Médico Central 

La Asociación Médica del Distrito Este sigue operando con 
bastante éxito el plan de servicio médico, mediante el cual se ges¬ 
tionan servicios médicos para todas las personas que así lo solici¬ 
ten en el área metropolitana a cualquier hora durante todos los 
días del año. 

Hemos notado sin embargo, que el número de médicos gene¬ 
rales dispuestos a atender cualquier llamada, ha venido disminu¬ 
yendo año tras año, y esto puede ser un obstáculo serio en el des¬ 
envolvimiento del programa. 

Deseamos aprovechar esta ocasión para instar a los jóvenes 
médicos residentes en el área metropolitana a que se suscriban al 
plan de “Servicio Médico Central” y cooperen con la Asociación 
Médica del Distrito Este en el sostenimiento del mismo, para be¬ 
neficio de la comunidad en general. 

Asociación Médica Americana 

Recientemente asistimos a la asamblea anual de la Asociación 
Méd'ca Americana celebrada la primera semana del mes en curso 
en Atlantic City y tuvimos el honor de conocer y hablar un rato 
con su nuevo presidente, el doctor Elmer Hess, quien nos ratificó 
su intención de asistir a nuestra asamblea anual en diciembre. 
Concurrimos a varios de los actos celebrados y permanecimos to¬ 
da una tarde observando una de las sesiones celebradas por la Cá¬ 
mara de Delegados de dicha agrupación. 

La labor que realiza la Asociación Médica Americana en de¬ 
fensa de los derechos del médico y por el bien de la comunidad, 
es una sin paralelo en el mundo, y por ello es acreedora a que todos 
Jos médicos le brindemos nuestra más ferviente ayuda. Pertene¬ 
cer a la gran familia de médicos americanos es un deber a la par 
que un honor para todo médico. 

Aquellos que aún no son miembros de la A.M.A. tienen ahora 
la oportunidad de hacerlo pagando solamente la cuota de medio 
año, o sea $12.50. Haga su cheque a nombre de “American Medical 
Association” y remítalo por conducto de nuestra Asociación. 

Legislación 

• 

En otra sección de este Boletín publicamos el Proyecto susti¬ 
tuto del Senado #511, cuyo propósito es eliminar las Juntas Exa¬ 
minadoras, entre éstas la Junta Examinadora de Médicos. 

Esta medida legislativa será objeto de vistas públicas en la 
próxima sesión de la Legislatura Estatal, y en dicha ocasión de- 
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bemos todos presentarnos a luchar por la existencia de nuestro 
Tribunal Médico, para garantizar al pueblo puertorriqueño el alto 
nivel médico alcanzado a través de muchos años de luchas y sacri¬ 
ficios. 

Recomendamos a todos los compañeros estudiar detenidamen¬ 
te el mencionado proyecto y a prepararse para presentar un frente 
unido en defensa de nuestros principios. 

Dr. Ricardo F. Fernández 

Presidente 


NOTAS NECROLOGICAS 

Dr. Pedro Conde: El viernes, 3 de junio de 1955, falleció en 
Santurce, víctima de un derrame cerebral, el compañero cuyo nom¬ 
bre encabeza estas líneas. 

El doctor Conde nació en San Juan, el día 12 de abril de 1898, 
y durante sus años mozos ejerció como Ministro de la Iglesia Bau¬ 
tista en la ciudad de Caguas. Luego estudió medicina en la Uni¬ 
versidad de La Habana, graduándose de Doctor en Medicina en 
agosto de 1943. Hizo su internado en el Hospital de Distrito de 
Arecibo y fué admitido a ejercer en Puerto Rico el día 26 de abril 
de 1946. Fué médco de beneficencia en Arecibo y Sabana Gran¬ 
de, y más tarde se trasladó a Santurce, donde ejercía como médico 
privado al mismo tiempo que ocupaba un cargo en el Servicio de 
dispensario del Hospital de la Capital, durante el desempeño del 
cual le sobrevino el derrame cerebral que le privó de la vida. 

El compañero fenecido formó parte de la Asociación Médica 
desde el 8 de octubre de 1947 y era un asiduo concurrente a los 
actos científicos auspiciados por nuestra agrupación. 

Sobreviven al amigo fenecido, su esposa la señora Dolores La- 
rrosa y su hermano, Joaquín Conde, a quienes deseamos reiterar 
nuestra sentida expresión de condolencia. 

Dr. Federico Valázquez: En la mañana del sábado 18 de 
junio falleció en su rensidencia en Santurce, víctima de una trom¬ 
bosis coronaria, este querido compañero. 

El doctor Velázquez nació en Santo Domingo en el año 1904; 
se recibió de Doctor en Medicina en la Universidad de París en 
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julio de 1934, e ingresó en nuestra Asociación el 27 de octubre 
de 1937. Desde que llegó a nuestra Isla estuvo conectado con el 
Departamento de Salud, primero como médico del Sanatorio insular 
(Sanatorio Alejandro Ruiz Soler) y más tarde como médico dei 
Centro Antituberculoso de la Unidad de Salud Pública de Santurce. 

También tenía el doctor Velázquez su propia oficina donde se 
dedicaba al tratamiento de enfermedades del pecho. 

En el 1943 el doctor Velázquez fué el ganador del Premio al 
mejor trabajo médico realizado en nuestra Isla, creado por la Le¬ 
gislatura insular a instancias del doctor Manuel de la Pila Iglesias, 
por su aportación “Un nuevo método para el estudio de la cinemá¬ 
tica de la sombra cardiovascular”, y mediante el cual el compañe¬ 
ro fenecido, dió nuevas pruebas de su genio inventivo, que ya en 
años anteriores durante su época de estudiante lo había conducido 
a desarrollar varios inventos que fueron aceptados y registrados 
por la Oficina de Patentes en Washington. 

Sobreviven al compañero fenecido su esposa, señora Marie 
Louise Alrivy, y sus hermanos, Rafael, Guaroa, Caridad y Luz, a 
quienes reiteramos nuestra más sentida condolencia. 


■b ❖ 


En nuestra próxima edición publicaremos una Nota Necro¬ 
lógica sobre el doctor Federico Velázquez que nos envió el doctor 
Koppisch cuando ya estaba en prensa este número del Boletín. 
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INFORME DETALLADO DEL DESENVOLVIMIENTO DEL 

AUXILIO MEDICO MUTUO DESDE LA FECHA DE SU 
FUNDACION (1943) HASTA EL DIA 15 DE 
JUNIO DE 1955 

Plácenos transcribir a continuación para conocimiento de la 
matrícula un resumen del funcionamiento del Auxilio Médico Mu¬ 
tuo, desde la fecha de su organización (noviembre 1942) hasta el 
15 de junio de 1955. 

Número actual de miembros de la Asociación_ 692 

(Del total de la matrícula hay 54 en los Estados 
Unidos y en las fuerzas armadas). 

De la matrícula actual hay 466 que están entre 
los 25 y 50 años de edad. Los restantes 226 es¬ 
tán entre los 51 y 89 años de edad. 

Durante los 12 años de funcionamiento el Auxilio 

ha pagado 50 pólizas con un total de __ $62,267.58 

(Una de estas pólizas fué pagada en vida del 
médico) 

De acuerdo con esto el promedio anual de muertes 
ha sido cuatro. 

Al 15 de junio de 1955 el Auxilio Médico Mutuo 

tiene un capital de_ $57,769.96 

❖ <> 

Las siguientes tablas son demostrativas de la edad de los 
compañeros que integran actualmente nuestra Asociación, así como 
una relación de las pólizas pagadas por el Auxilio hasta la fecha. 


DISTRIBUCION 

DE 

POR 

LA MATRICULA DE LA 
GRUPO DE EDADES 

ASOCIACION 

Edad 

1 

Número 

1 

Por ciento 

25 

- 30 

1 

53 

1 

7.8 

31 

- 40 

1 

249 


36.3 

41 

- 50 

1 

164 


23.6 

51 

- 60 

1 

133 

1 

19.4 

61 

- 70 

1 

76 

1 

10.9 

71 

- 80 

1 

15 

1 

1.8 

81 

- 90 


2 

1 

i 

.2 



1 

692 

i 

i 
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DISTRIBUCION DE SOCIOS DEL AUXILIO POR EDAD — AL 15 

DE JUNIO, 1955 


Edad | 

Núm. 

Edad 

Núm. 

Edad 

Núm. 


25 

1 

46 

16 

67 

6 


26 

2 

47 

12 

68 

3 


27 

10 

48 

18 

69 

3 


28 

10 

49 

18 

70 

3 


29 

16 

50 

12 

71 

2 


30 

14 

51 

12 

72 

3 


31 

20 

52 

10 

73 

1 


32 

21 

53 

12 

74 

2 


33 

30 

54 

10 

75 

1 


34 

16 

55 

18 

76 

1 


35 

24 

56 

18 

77 

0 


36 

36 

57 

9 

78 

2 


37 

26 

58 

16 

79 

1 


38 

35 

59 

10 

80 

2 


39 

24 

60 

18 

81 

0 


40 

17 

61 

9 

82 

1 


41 

15 

62 

16 

83 

0 


42 

13 

63 

10 

84 

0 


43 

16 

64 

6 

85 

0 


44 

18 

65 

10 

86 

0 


45 

26 

66 

10 

89 

1 





Total 


692 



DISTRIBUCION DE 

MEDICOS 

FENECIDOS POR EDAD 

Edad 

1 

Numero médicos fenecidos 

25 - 30 

1 

1 

31 - 40 

1 

2 

41 - 50 

1 

8 

51 - 60 

1 

20 

61 - 70 

1 

12 

71 - 80 

1 

4 

81 - 90 

1 

2 

Total 

1 

49 
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POLIZAS PAGADAS HASTA LA FECHA — JUNIO 15, 1955 


Nombre médico fenecido 


1943 

1. R. López Nussa 

1944 

2. A. Villenueve 

3. José E. Igartúa 

4. Francisco Seín 

5. Jaime Vilá Morales 

6. José Belén Gotay 

7. M. Riera López 

1945 

8. José M. Santiago 

9. Jaime Rivas Soto 

10. Miguel Roses Artau 

11. Charis Gould 

12. Félix Alfaro Díaz 

13. Julio Cintrón Motta 

1946 

14. E. Fernández García 

15. Luis Falagán 

16. M. Cortés Quintana 

17. J. Martínez Rodríguez 

1947 

18. Ramón Berríos 

19. M. García de Quevedo 

20. Levis C. Babcock 

21. Walter A. Glines 

1948 

22. Rafael V. Lange 

23. Agustín Mújica 

1949 

24. Alexander T. Cooper 

25. A. Romeu Ortiz 

26. Vicente Roure 


Importe pagado 
a los beneficia¬ 
rios 


57 

$1,000.00 

58 

1,000.00 

54 

1,000.00 

75 

1,009.31 

44 

1,009.31 

49 

1,009.31 

48 

1,009.31 

65 

1,009.31 

56 

1,009.31 

70 

1,009.31 

40 

1,009.31 

53 

1,009.31 

69 

1,009.31 

57 

1,009.31 

41 

1,009.31 

52 

1,009.31 

54 

1,009.31 

52 

1,009.31 

57 

1,009.31 

75 

1,009.31 

66 

1,009.31 

66 

1,020.00 

49 

1,020.00 

66 

1,020.00 

52 

1,020.00 

83 

1,020.00 


Edad a su 
fallecimiento 
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Nombre médico fenecido 


1950 

27. Guillermo Salazar 

28. Jorge del Toro 

29. Laureano Trelles 

30. Jaime Costas Díaz 

31. E.. J. Cabán 

32. Manuel de la Pila 

33. J. L. Montalvo Guenard 

1951 

34. J. Cerra Quiñones 

35. José R. Maymí 

36. Carlos Encarnación 

37. J. R. Lanauze Rolón 

38. Pedro J. Palou 

1952 

39. José Añeses 

1953 

40. E. Garrido Morales 

41. Arturo Torregrosa 

42. Ramón Lavandero 

1954 

43. Amalio Roldán 

44. Domingo Crescioni 

45. I. González Martínez 

46. José N. Gándara 

47. Francisco M. Susoni 

1955 

48. Hilario Caso 

49. Alvaro Santaella 

50. Pedro Conde 


Edad a su 
fallecimiento 

Importe pagado 
a los beneficia¬ 
rios 

69 

1,500.00 

66 

1,500.00 

54 

1,500.00 

61 

1,500.00 

57 

1,500.00 

66 

1,500.00 

65 

1,500.00 

30 

1,500.00 

48 

1,500.00 

50 

1,500.00 

59 

1,500.00 

(Pagada en vida) 

1,500.00 

37 

1,500.00 

53 

1,500.00 

70 

1,500.00 

66 

1,500.00 

74 

1,500.00 

64 

1,500.00 

83 

1,500.00 

47 

1,500.00 

77 

r 1,500.00 

64 

1,500.00 

67 

1,500.00 

57 

1,500.00 

Total 

$62,267.58 


i 

























SECCION DE LA BIBLIOTECA 


Ultimos libros recibidos 

White, Handler, Smith and Stetten: PRINCIPLES OF BIO- 
CHEMISTRY, McGraw-Hill Book Co., Inc., New York. 

Bryan: PUBLIC RELATIONS IN MEDICAL PRACTICE, 
Williams & Wilkins, Baltimore, Md., $5.00. 

Riehl & Kopf: THE THERAPY OF SKIN TUBERCULOSIS, 
Charles C. Thomas, Springfield, 111. 

Welch & Marti-Ibañez: ANTIBIOTICS ANNUAL 1954-1955, 
Medical Encyclopedia, Inc., New York. 

Gutiérrez Alfaro y Archilla: LA OBSTETRICIA EN VENE¬ 
ZUELA, “Ragon”, C.A., Caracas, Venezuela. 

Titus and Willson: THE MANAGEMENT OF OBSTETRICS 
DIFFICULTIES, Fifth Edition. The C. V. Mosby Co., St. 
Louis. 

Top: COMMUNICABLE DISEASES, Third Edition, The C.V. 
Mosby Co., St. Louis. 

Rodríguez-Pastor: MALES DEL MEDIO AMBIENTE, Depto. 
de Instrucción Pública, San Juan, P. R. 

Rodríguez-Pastor: TEMAS DE SALUD PUBLICA, Depto. de 
Instrucción Pública, San Juan, P. R. 

Servicio Bibliotecario 

Deseamos recordar a la matrícula que la Biblioteca de la Aso¬ 
ciación permanece abierta todas las noches, de 8:00 a 10:00, y los 
sábados de 9:00 a 12:00 de la mañana, excepto los días feriados. 

No obstante, cualquier miembro que prefiera hacer uso de la 
Biblioteca durante las horas laborables del día, gustosamente será 
atendido por alguno de los empleados de la Asociación. 

Revistas Médicas 

En la próxima edición del Boletín publicaremos una relación 
de todas las revistas médicas que regularmente recibimos en la 
Biblioteca. 

Revise dicha lista y si Ud. desea obsequiarnos una suscripción 
a alguna otra le estaremos muy agradecidos. 

Cordialmente le exhortamos a utilizar nuestro Servicio de Bi¬ 
blioteca. 


PROYECTO DEL SENADO 511 PARA ELIMINAR LAS 
JUNTAS EXAMINADORAS 


0 


Para conocimiento general de nuestros lectores, nos compla¬ 
cemos en transcribir a continuación el Sustituto al Proyecto del 
Senado 511, cuyo propósito es eliminar las Juntas Examinadoras, 
entre éstas la Junta Examinadora de Médicos. 

Dicho proyecto fué presentado en la pasada sesión legislativa 
y será objeto de discusión en la próxima. Suplicamos a los médicos 
lean cuidadosamente esta legislación, de manera que puedan ayu¬ 
dar a nuestros dirigentes a combatirlo cuando se celebren vistas 
públicas en relación con el mismo. 

SUSTITUTO AL P. DEL S. 511 
9 de mayo de 1955 

Presentado por Comisión Especial del Senado 
LEY 

Para transferir a los Secretarios de ciertos departamentos gu¬ 
bernamentales del Estado Libre Asociado de Puerto Rico y al Je¬ 
fe del Servicio de Bomberos de Puerto Rico, todas las funciones, 
facultades, poderes, derechos, deberes, archivos, documentos y fon¬ 
dos de las Juntas y Tribunales Examinadores organizados al am¬ 
paro de diversas leyes de la Asamblea Legislativa, al igual que las 
facultades, poderes y deberes que hasta ahora han desempeñado 
los presidentes y miembros de dichos organismos al amparo y de 
acuerdo con las leyes básicas que regulan dichos organismos, se¬ 
gún enmendadas, las cuales quedan en vigor como Reglamentos bá¬ 
sicos del Secretario, así como para transferir a dichos Secretarios 
el personal de la “Oficina Administrativa de Juntas Examinado¬ 
ras y Juntas de Registro”; para facultar a los Secretarios a dele¬ 
gar en funcionarios o empleados de su departamento las fun¬ 
ciones que por la presente ley se le transfieren; para su¬ 
primir las Juntas y Tribunales Examinadores del Estado Libre 
Asociado, excepto la Junta Examinadora de Aspirantes al Ejercicio 
de la Abogacía y la Comisión de Reputación de Abogados; para 
conceder ciertas facultades adicionales comunes a los Secretarios 
aquí designados y al Jefe del Servicio de Bomberos de Puerto Rico, 
o a las personas que ellos designen en relación a las nuevas fun¬ 
ciones que por esta ley se les encomiendan y en relación a las perso¬ 
nas que soliciten licencias y a los profesionales y artesanos ya licen¬ 
ciados; para asignar fondos a cada uno de los departamentos guber¬ 
namentales para desempeñar las funciones adicionales que se le 
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asignan por esta ley; para derogar la ley creando la ‘‘Oficina Admi¬ 
nistrativa de Juntas Examinadoras y Juntas de Registro”; para 
lijar el 1ro. de enero de 1956, como fecha de vigencia de esta ley. 

EXPOSICION DE MOTIVOS 

Habiendo el pueblo de Puerto Rico determinado su organiza¬ 
ción sobre una base democrática para asegurar los derechos hu¬ 
manos a todas las personas por igual y siendo el espíritu del Es¬ 
tado Libre Asociado establecer los mismos derechos para todos a 
través de la Legislatura de Puerto Rico y legislar sus leyes sin 
que se establezcan privilegios ni favoritismos que puedan monopo¬ 
lizar el derecho al trabajo perjudicando el derecho de toda persona 
preparada y capacitada a ejercer libremente su profesión u oficio, 
es necesario suprimir todas las Juntas y Tribunales Examinadores 
del Estado Libre Asociado de Puerto Rico, con excepción de los or¬ 
ganismos que regulan el ejercicio de la abogacía, función ésta pu¬ 
ramente judicial, y establecer que todas las profesiones y oficios 
sean controlados y regulados por los Secretarios y Jefes de los De¬ 
partamentos y agencias gubernamentales del Estado Libre Asocia¬ 
do, ejercitando dichos funcionarios todas las facultades y deberes 
que al amparo de las leyes orgánicas, según enmendadas, ejercen 
las Juntas y Tribunales Examinadores en Puerto Rico, así como los 
presidentes y miembros de dichos organismos, para asegurarle al 
pueblo de Puerto Rico mayor protección a la vida, la salud y la pros¬ 
peridad y eliminar de una vez y para siempre los privilegios esta¬ 
blecidos por grupos que en el pasado han sido muy funestos para 
la buena marcha del pueblo. 

Basado en este principio le corresponde a la Legislatura de 
Puerto Rico, compuesta de hombres libres representando a su pue¬ 
blo, corregir los errores del pasado y determinar las mejores pautas 
para que los derechos sean para todos por igual según lo estable¬ 
ce la Constitución del Estado Libre Asociado de Puerto Rico, y por 
tanto: 

Decrétase por la Asamblea Legislativa de Puerto Rico: 

Artículo 1.—El título corto de esta ley será “Ley para Trans¬ 
ferir las Funciones de las Juntas y Tribunales Examinadores de 
Puerto Rico.” 

Artículo 2.—Los términos “Secretario”, “Secretario de Go¬ 
bierno” y “departamento” y “departamentos gubernamentales” 
incluyen, a los fines de esta ley, al Servicio de Bomberos de Puerto 
Rico y a su Jefe. 

Artículo 3.—Por la presente se suprimen todas y cada una 
de las Juntas y Tribunales Examinadores del Estado Libre Aso- 
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ciado de Puerto Rico, excepto la “Junta Examinadora de Aspi¬ 
rantes al Ejercicio de la Abogacía”, organizada por la Ley Núm. 
17 de 10 de junio de 1939 y la “Comisión de Reputación de Abo¬ 
gados”, organizada por la Ley de marzo 11 de 1909, y todas las 
funciones, facultades, poderes, derechos y deberes de dichas Jun¬ 
tas y Tribunales Examinadores suprimidos y de sus presidentes y 
miembros, se transfieren y serán ejercitados por los Secretarios 
de cada uno de los departamentos gubernamentales que a continua¬ 
ción se indican: 

(A) Al Secretario de Salud se transfiere las funciones de las: 

1. Junta Dental Examinadora, creada por la Ley Núm. 
75, de 8 de agosto de 1925, según enmendada, incluyendo sus 
poderes al amparo de la Ley Núm. 6, de 8 de abril de 1954. 
(Higienista Dental). 

2. Junta Examinadora de Enfermeras, creada por la Ley 
Núm. 77 de 1930, según enmendada, incluyendo sus poderes 
al amparo de la Ley Núm. 427 de 1946, según enmendada, 
(Escuela para el Adiestramiento de Enfermeras Auxiliares). 

3. Tribunal Examinador de Médicos, creado por la Ley 
Núm. 22 de 22 de abril de 1931, según enmendada. 

4. Junta Examinadora de Químicos, creada por la Ley 
Núm. 31 de 26 de abril de 1932, según enmendada. 

5. Junta Examinadora de Optómetras de Puerto Rico, 
creada por la Ley Núm. 78 de mayo 15 de 1930, según en¬ 
mendada. 

6. Junta de Registro de Tecnólogos y Microscopistas, 
creada por la Ley Núm. 154 de 13 de mayo de 1939, según 
enmendada. 

7. Junta Examinadora de Auxiliares Técnicos de Cirugía, 
creada por la Ley Núm. 288 de 15 de mayo de 1945, según 
enmendada, incluyendo los poderes sobre la Escuela Estadual 
de Auxiliares Técnicos de Cirugía, creada por la misma ley. 

8. Junta de Farmacia de Puerto Rico, creada por la Ley 
Núm. 282 de 1945, según enmendada. 

9. Junta Examinadora de Especialistas en Belleza, creada 
por la Ley Núm. 431 de 15 de mayo de 1950, según enmen¬ 
dada. 

10. Junta Examinadora de Quiroprácticos, creada por la 
Ley Núm. 493 de 15 de mayo de 1952. 

(B) Al Secretario de Obras Públicas se transfiere las fun¬ 
ciones de las: 

1. Junta Examinadora de Ingenieros, Arquitectos y Agri¬ 
mensores, creada por la Ley Núm. 399 de 10 de mayo de 1951. 
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2. Junta Examinadora de Maestros y Oficiales Plomeros, 
creada por la Ley Núm. 88 de 4 de mayo de 1939, según 
enmendada. 

(C) Al Secretario de Hacienda se transfiere las funciones 
de la: 

1. Junta de Contabilidad, creada por la Ley Núm. 293 
de 15 de mayo de 1945, según enmendada. 

(D) Al Jefe del Servicio de Bomberos de Puerto Rico se trans¬ 
fiere las funciones de la: 

1. Junta Examinadora de Operadores de Máquinas Cine¬ 
matográficas y Peritos Electricistas, creada por la Ley Núm. 
13 de julio 3 de 1923, según enmendada. 

(E) Al Secretario del Trabajo se transfiere las funciones 
de la: 

1. Junta Examinadora de Trabajadores Sociales, creada 
por la Ley Núm. 171 de 11 de mayo de 1940, según enmen¬ 
dada. 

(F) Al Secretario del Departamento de Agricultura y Co¬ 
mercio se transfiere las funciones de las: 

1. Junta Examinadora de Veterinarios, creada por la Ley 
Núm. 59 de 13 de abril de 1916, según enmendada. 

2. Junta Examinadora de Agrónomos, creada por la Ley 
Núm. 20 de 9 de abril de 1941, según enmendada. 

(G) Al Secretario de Instrucción Pública se transfiere las 
funciones de la: 

1. Junta Examinadora de Anunciadores Profesionales, 
creada por la Ley Núm. 123 de 13 de mayo de 1937. 

Los Secretarios anteriormente mencionados desempeñarán to¬ 
das las funciones de las Juntas y Tribunales Examinadores aquí 
especificados que estos organismos desempeñan al amparo de cual¬ 
quier otra legislación, en adición a las leyes relacionadas en el 
primer párrafo de este artículo. 

Artículo 4.—Los Secretarios de cada uno de los departamen¬ 
tos gubernamentales designados en el Artículo 3 estarán autori¬ 
zados para delegar todas o algunas de las facultades, derechos y 
funciones que por esta ley se les confieren en cualquier funcio¬ 
nario o empleado de su departamento que cada uno designe, ex- 
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cepto que no podrá delegar la función de aprobar, enmendar y de¬ 
rogar reglamentos. 

Artículo 5.—Todos los archivos, documentos, records, sellos 
y propiedades de todas y cada una de las Juntas y Tribunales 
Examinadores que por la presente se suprimen, en poder de los 
presidentes y miembros de cada uno de dichos organismos y en 
poder del Secretario de Estado, como sucesor de las funciones de 
la antigua “Oficina Administrativa de Juntas Examinadoras y 
Juntas de Registro”, a virtud del Artículo I del Plan de Reorga¬ 
nización Núm. 7 de 1950, se entregarán al Secretario del depar¬ 
tamento gubernamental a quien se transfieren las funciones de 
cada una de las Juntas y Tribunales Examinadores, según se 
dispone en el Artículo 3 de esta ley. 

Artículo 6.—Cuando los Secretarios procedan a nombrar el 
personal necesario para desempeñar las funciones que por esta 
ley se les encomienda, dichos funcionarios darán preferencia en 
tales nombramientos a los empleados y funcionarios que actual¬ 
mente desempeñan puestos en el Departamento de Estado, a car¬ 
go de las funciones de la antigua “Oficina Administrativa de Jun¬ 
tas Examinadoras y Juntas de Registro”, trasladándose a dichos 
empleados y funcionarios a los distintos departamentos guberna¬ 
mentales con los mismos sueldos, calificaciones, categorías y fun¬ 
ciones que actualmente desempeñan. 

Artículo 7.—Por la presente se declara que todas las leyes 
reglamentando las distintas profesiones y oficios quedan en vigor 
como reglamentos básicos de los Secretarios correspondientes, en 
adición a los ya existentes adoptados y promulgados por cada 
una de las Juntas y Tribunales Examinadores, y como tales po¬ 
drán ser enmendados de acuerdo con el Artículo 10, inciso D. 

Artículo 8.—Todas las reglas y reglamentos aprobados por to¬ 
das las Juntas y Tribunales Examinadores en Puerto Rico con¬ 
tinuarán en toda su fuerza y vigor hasta tanto los correspon¬ 
dientes Secretarios de los departamentos gubernamentales a que 
se hacen referencia en esta ley, modifiquen, enmienden o dero¬ 
guen total o parcialmente dichos reglamentos, modificaciones, en¬ 
miendas o derogaciones que deberán ser refrendadas según se dis¬ 
pone en el párrafo “D” del Artículo 10 de esta ley. 

DISPOSICIONES GENERALES EN RELACION A LOS SECRE¬ 
TARIOS, A LAS PERSONAS QUE SOLICITAN LICENCIAS O 
PERMISOS, Y A LOS PROFESIONALES Y ARTESANOS 
YA LICENCIADOS. 

Artículo 9.—En adición a todos los derechos, poderes, facul¬ 
tades y deberes que por la ley regulando cada una de las Juntas 
y Tribunales Examinadores, según enmendadas, se conceden a 
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éstas y a los presidentes y a los miembros de dichas Juntas y 
Tribunales, (leyes que quedan en vigor como reglamentos básicos 
de los distintos Secretarios), funciones que por la presente ley se 
transfieren a los Secretarios de gobierno designados en el Artícu¬ 
lo 3 de esta ley, dichos Secretarios y los funcionarios designados 
por éstos, tendrán los siguientes poderes y facultades: 

A Podrán requerir, para la preparación, celebración y correc¬ 
ción de los exámenes y la preparación de los reglamentos a ser 
adoptados por los Secretarios, la cooperación de los miembros de 
las facultades de la Universidad de Puerto Rico, así como la coope¬ 
ración de los profesionales, obreros y artesanos previamente licen¬ 
ciados y que hayan ejercido la profesión u oficio por un período no 
menor de cinco (5) años y que trabajen para el Estado Libre Aso¬ 
ciado de Puerto Rico; 

B Aprobar todas las reglas y reglamentos que sean necesa¬ 
rios y convenientes para el desempeño de las funciones que por 
la presente ley se les transfieren y para la concesión de licencia 
y toda otra clase de permiso a los candidatos. Esta facultad in¬ 
cluye la de enmendar, derogar y sustituir en cualquier forma, total 
o parcialmente, los reglamentos básicos de los Secretarios y los vi¬ 
gentes reglamentos aprobados por cada una de las diferentes Jun¬ 
tas y Tribunales Examinadores que por la presente ley se supri¬ 
men. 

(1) Una vez que un Secretario enmiende, sustituya o de¬ 
rogue cualquier parte de un reglamento básico, o de un regla¬ 
mento vigente a la aprobación de esta ley, aprobado por una 
Junta o Tribunal Examinador, o adopte un nuevo reglamento 
en sustitución de dichos reglamentos o enmiende estos últimos 
reglamentos, dicho funcionario remitirá suficientes copias a 
la Asamblea Legislativa para su aprobación en cualquier se¬ 
sión ordinaria, y la Asamblea Legislativa podrá enmendarlos, 
modificarlos o tomar cualquier otra determinación mediante 
Resolución Concurrente. 

(2) Si la Asamblea Legislativa no tomare acción alguna 
durante la sesión ordinaria en que fueren presentados, dichos 
reglamentos o las enmiendas a los mismos entrarán en vigor 
inmediatamente que dicho cuerpo legislativo recese, y los mis¬ 
mos tendrán fuerza de ley. 

(3) Una vez los reglamentos o las enmiendas a los mis¬ 
mos entren en vigor, serán publicados en dos periódicos de cir¬ 
culación general tres veces en un período de treinta (30) días. 

Artículo 10.—En adición a las causales especificadas por ca¬ 
da uno de los reglamentos básicos de los Secretarios, cualquier 
licencia ya expedida para ejercer cualquier profesión u oficio en 
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Puerto Rico y las que en el futuro se expidan, podrá ser suspen¬ 
dida o cancelada por un Secretario, si éste determinara que ha ha¬ 
bido prueba suficiente de que el tenedor de dicha licencia ha in¬ 
currido en cualquiera de las infracciones siguientes: 

(a) Que ha sido convicto de un delito grave; 

(b) Que se dedica al uso habitual de drogas o bebidas intoxi¬ 
cantes ; 

(c) Que ha obtenido su licencia por medio de engaño, fraude 
o falsa representación; 

(d) Que ha anunciado o publicado voluntariamente manifes¬ 
taciones falsas, fraudulentas o conducentes a engaño en 
lo que respecta a su arte, habilidad o conocimiento o a sus 
métodos y sistemas de trabajo en otras profesiones; 

(e) Que ha ingresado en cualquier entidad, sociedad o agru¬ 
pación que sea subversiva para derrocar el Gobierno de 
los Estados Unidos de América o al Gobierno del Estado 
Libre Asociado de Puerto Rico a la fuerza. 

Artículo 11.—Cualquier persona podrá presentar ante cualquier 
Secretario de un departamento gubernamental, cargos bajo jura¬ 
mento contra cualquier profesional o artesano por violación a las 
disposiciones de los reglamentos básicos de los Secretarios y cual¬ 
quier otro reglamento, o por haber cometido cualquier delito o rea¬ 
lizado cualquier infracción a lo estipulado en el Artículo 10 de esta 
ley, así como por cualquier actuación ilegal o inmoral. Sometidos 
los cargos el Secretario celebrará la correspondiente audiencia, lue¬ 
go de citar a la parte perjudicada con no menos de diez (10) días 
de anticipación. El Secretario deberá resolver si los cargos han si¬ 
do probados, y en caso afirmativo, procederá a cancelar la licencia 
a dicho profesional o artesano. La decisión del Secretario será re- 
visable por el Tribunal Superior de Puerto Rico mediante “certio- 
rari”, en el cual sólo serán revisables cuestiones de derecho, y el 
cual deberá ser interpuesto dentro de treinta (30) días a partir 
de la notificación a la parte perdidosa del fallo del Secretario. 

Artículo 12.—El procedimiento estatuido en los Artículos 10 
y 11 regirá la suspensión y cancelación de licencias ya expedidas 
y que se expidan en el futuro, a partir de la vigencia de esta 
ley, irrespectivamente de cualquier otra disposición en contrario 
que establezcan los reglamentos básicos de los Secretarios a que 
se hace referencia en el Artículo 7 de esta ley. 

Artículo 13.—En adición a las distintas penalidades que se es¬ 
tablecen en cada uno de los reglamentos básicos de los Secreta¬ 
rios, y en los otros reglamentos, será ilegal para cualquier per¬ 
sona el practicar u ofrecer practicar una profesión en Puerto Ri¬ 
co sin estar oficialmente autorizada por el correspondiente Secre- 
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tario, o por el delegado designado por dicho Secretario. La viola¬ 
ción a este artículo será castigada como un delito menos grave. 

Artículo 14.—Por la presente se asigna de cualesquiera fon¬ 
dos en el Tesoro Estatal la suma total de veinticinco mil (25,000) 
dólares que será puesta a la disposición de los departamentos gu¬ 
bernamentales que a continuación se indican y en las cantidades 
que a continuación se especifican: 

A—Al Departamento de Salud, $15,000; 

B—Al Departamento de Obras Públicas, $2,500; 

C—Al Departamento de Hacienda, $1,250; 

D—Al Servicio de Bomberos de Puerto Rico, $1,250; 

E—Al Departamento del Trabajo, $1,250; 

F—Al Departamento de Agricultura y Comercio, $2,500; 

G—Al Departamento de Instrucción Pública, $1,250. 


Artículo 15.—Por la presente se deroga la ley que organiza 
la Oficina Administrativa de Juntas Examinadoras y Juntas de 
Registro, Ley Núm. 320, de 13 de abril de 1946, disponiéndose 
que esta ley quedará derogada el día primero de enero de 1956. 

Artículo 16.—Si cualquier cláusula, párrafo o artículo o parte 
de esta ley fuera declarado inconstitucional por un Tribunal de 
jurisdicción competente la sentencia a tal efecto no invalidará el 
resto de esta ley. 

Artículo 17.—Esta ley empezará a regir el día primero de 
enero de 1956. 

Artículo 18.—No obstante el hecho de que esta ley entrará 
en vigcr el día primero de enero de 1956, por la presente se auto¬ 
riza a los distintos Secretarios de los distintos departamentos 
gubernamentales y al Secretario de Estado, Sucesor de las fun¬ 
dones de la Oficina Administrativa de Juntas Examinadoras y 
Juntas de Registro, para que, a partir de la aprobación de esta 
ley por el Gobernador de Puerto Rico, y a virtud de lo estatuido 
en este artículo, procedan a hacer los arreglos previos necesarios 
de manera de que no haya interrupción alguna en la expedición 
de licencias a profesionales y artesanos, . » 
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SENADO DEL ESTADO LIBRE ASOCIADO DE PUERTO RICO 

Comisión para el Estudio y Revisión de las Leyes 

Organizando o Colegiando Profesiones, Oficios y Negocios. 

San Juan, Puerto Rico, 

26 de abril de 1955. 

AL SENADO: 

Vuesta Comisión, después de haber estudiado el P. del S. 511 
y haber considerado un informe sobre las Juntas y Tribunales 
Examinadores y los distintos Colegios Profesionales preparado por 
la Oficina de Servicios Legislativos, ha decidido recomendar la 
aprobación de un Sustituto a dicho proyecto en que se incorporan 
las enmiendas que la Comisión considera necesarias para resolver 
fundamentalmente los males de que adolecen las actuales Juntas 
y Tribunales Examinadores. El Sustituto que se recomienda sola¬ 
mente afecta a las Juntas y Tribunales Examinadores de Puerto 
Rico, y en nada interviene con los Colegios Profesionales existentes 
en el Estado Libre Asociado de Puerto Rico. 

El Sustituto recomendado suprime todas y cada una de las 
Juntas y Tribunales Examinadores del Estado Libre Asociado, 
con una excepción, la cual mencionamos más adelante, y trans¬ 
fiere todas sus funciones a los distintos Secretarios de Gobierno 
y al Jefe del Servicio de Bomberos de Puerto Rico, según se indi¬ 
ca en el Artículo 3 del Sustituto, funciones que también podrán ser 
desempeñadas por el funcionario o empleado que el correspon¬ 
diente Secretario designe, con la única limitación de que dicho fun¬ 
cionario o empleado designado no podrá ejercer la facultad de 
aprobar reglamentos. Se deroga la ley que organiza la Oficina Ad¬ 
ministrativa de Juntas Examinadoras y Juntas de Registro, (Ley 
Núm. 320 de 1946), oficina que fué suprimida por el Artículo I del 
Plan de Reorganización Núm. 7 de 1950, y sus funciones trans¬ 
feridas al Secretario Ejecutivo de Puerto Rico, hoy Secretario de 
Estado, ya que las funciones de este funcionario se transfieren 
a los diferentes Secretarios. 

El Sustituto no afecta el funcionamiento de la Junta Examina¬ 
dora de Aspirantes al Ejercicio de la Abogacía, organizada por la 
Ley Núm. 17 de 10 de junio de 1939, ni el de la Comisión de Re¬ 
putación de Abogados, creada por la Ley de 11 de marzo de 1909. 
Estos dos organismos quedan exentos de las disposiciones del Sus¬ 
tituto por ser éstos los que regulan la profesión de la abogacía, fun¬ 
ción netamente judicial que ejerce el Tribunal Supremo de Puerto 
Rico, y la cual no puede ser controlada por el Poder Legislativo. 

A virtud de las disposiciones del Sustituto, las leyes vigentes 
que regulan las distintas Juntas y Tribunales Examinadores que- 
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dan en vigor como reglamentos básicos de los Secretarios, y és¬ 
tos ejercerán las funciones que se les transfieren de acuerdo con 
las mismas. Asimismo, quedan en vigor todas las reglas y re¬ 
glamentos adoptados por las distintas Juntas y Tribunales Exa¬ 
minadores, vigentes en la actualidad, hasta tanto los Secretarios 
enmienden, modifiquen o deroguen los mismos, todo ello mediante 
el procedimiento estatuido en el Artículo 9, letra B. 

La idea que se ha tenido en mente es que dichas leyes, como 
reglamentos básicos de los distintos Secretarios y los otros regla¬ 
mentos vigentes, continúen en vigor como hasta el presente, y que 
los Secretarios recomienden a la Asamblea Legislativa hacer en 
los reglamentos aquellos cambios que la experiencia demuestre que 
son necesarios, a los fines de mejorar la concesión de permisos y 
licencias a los profesionales y artesanos en Puerto Rico. 

Entre las facultades adicionales comunes que se les confieren 
a los Secretarios por el Sustituto, quizás la más importante es la 
facultad de modificar, enmendar y derogar los reglamentos vi¬ 
gentes, incluyendo los reglamentos básicos del Secretario, así co¬ 
mo aprobar, y enmendar nuevos reglamentos. Los reglamentos 
adoptados o enmendados por los Secretarios no podrán entrar en 
vigor hasta tanto sean remitidos a la Asamblea Legislativa, du¬ 
rante una sesión ordinaria, la cual tendrá facultad para modifi¬ 
carlos, enmendarlos, y tomar cualquier otra determinación sobre 
los mismos, mediante Resolución Concurrente. Si la Asamblea Le¬ 
gislativa no tomare acción sobre los mismos, los reglamentos y las 
enmiendas a éstos, entrarán en vigor al recesar la Asamblea, y 
éstos tendrán fuerza de ley. 

El Sustituto también señala ciertas causales, en adición a las 
especificadas en las leyes que regulan las distintas Juntas y Tri¬ 
bunales Examinadores, (que a partir de la aprobación del Susti¬ 
tuto serán los reglamentos básicos de los distintos Secretarios), 
y las señaladas en los otros reglamentos, mediante las cuales los 
Secretarios podrán cancelar o suspender licencias ya concedidas 
o las que en el futuro se expidan. Disponen los Artículos 10, 11 y 
12 que si un profesional o artesano violare alguna de dichas cau¬ 
sales, cualquier persona podrá presentar cargos jurados contra el 
profesional o artesano ante el correspondiente Secretario, quien 
celebrará la correspondiente audiencia y decidirá sobre si los car¬ 
gos han sido probados. En caso de que decida que se han probado 
los cargos, la persona perjudicada tendrá treinta (30) días dentro 
de los cuales podrá recurrir ante el Tribunal Superior, el que revi¬ 
sará la actuación del Secretario mediante certiorari en que sólo 
se podrá revisar cuestiones de derecho. Se dispone que este pro¬ 
cedimiento de cancelar licencias expedidas será exclusivo y regirá 
desde la aprobación de la ley, irrespectivamente de cualquier otra 
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disposición en contrario que establezcan los reglamentos básicos 
de los Secretarios. 

Para el desempeño de las funciones que por el Sustituto se 
transfieren a los Secretarios de los departamentos gubernamenta¬ 
les relacionados en el Artículo 3, a partir del de enero de 1956, 
fecha en que comenzará a regir el Sustituto, si fuere aprobado, se 
asigna la suma de $25,000 distribuidos en la forma que se indica 
en el Artículo 14 del Sustituto. 

La Comisión entiende que su trabajo no ha terminado y con¬ 
tinuará ejerciendo sus labores a fin de poder dar mayor estudio 
a la forma en que dichos Colegios Profesionales deben ser reorga¬ 
nizados con el objeto de que dichas organizaciones no le deban su 
existencia a leyes de esta Asamblea Legislativa y sí a las activi¬ 
dades de los propios profesionales. A estos fines, la Comisión 
continuará sus actividades de manera que la misma pueda desem¬ 
peñar totalmente la encomienda que se le asignara a través de la 
Resolución del Senado Núm. 36. 


Respetuosamente sometido 


Heraclio H. Rivera Colón, 

Presidente 


Carlos Román Benítez, 

Secretario. 
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One milk they tolérate 
from the very first feeding 

Pet Evaporated Milk is always soft curd milk ... a milk that 
is so easy for babies to digest that it resembles human milk 
in this important quality ... a milk that babies tolérate 
and thrive on from the start. Pet Milk is one milk 
you can always depend on for ready digestibility, 
complete safety, and all the body-building 
nourishment of milk . . . And it costs so little— 

Iess than any other form of milk, far less than 
special infant feeding preparations. 

Favo red Form of Milk 
For Infant Formula 



PET MILK CO M PAN Y, ARCADE BUJLDING, ST. LOUIS 1, MO, 


Distribuidores: B. FERNANDEZ & HNOS., INC. 
San Juan, Puerto Rico 
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Chloral Hyárate in Suppository Form 



The NEOCERA Base 
A special blend of water-soluble 
waxes requiring no refrigeration. 
Advantages 

Non-barbiturate, non-cumulative 
and no gastric disturbances. Ac- 
curate and pre-measured dosage 
without any rectal discomfort or 
irritation. No leak-back after in- 
sertion. Rapid solubility assures 
prompt sedation. 

Supplied 

Aquachloral Supprettes, 5 grains 
(green), 10 grains (blue), 15 grains 
(yellow) in jars of 12. 


Professional Samples Upon Request 


&/i4> J )í ts/. Ü Me/j fe ¡ 
MEMPHIS 3, TENNESSEE 
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Mayor uniformidad en 

la alimentación infantil 


Como Ud. sabe, la dieta del bebé no debe 
variar de día en día. 

Cuando el bebé se cría con Klim, Ud. 
puede estar seguro de que su dieta no variará 
porque Klim es uniforme. Klim es sometida 
a frecuentes ensayos para resguardar esta 
uniformidad tan necesaria—así como su pu¬ 
reza, seguridad y alta calidad. 


EXCELENTE PARA LOS BEBES 

Klim es preparada bajo las más estrictas 
normas de calidad . . . normas que no sólo 
gobiernan su elaboración, sino que se ex¬ 
tienden hasta el cuidado de las mismas vacas 
que producen la leche original. Y el envase 
especial de Klim conserva sus excelentes 
cualidades libre de toda contaminación. 
¡Puede usted recetar Klim sin reserva! 


KLIM 

LA PREFERIDA 
EN TODO EL MUNDO 



Para informes profesionales y tablas de alimentación, diríjase a: 

BORDEN COMPANY, 350 MADISON AVENUE, NEW YORK 17, N. Y., Ü. S. A. 


Distribuidores para Puerto Rico: 

PLAZA PROVISION COMPANY, Fortaleza 104, San Juan, P. R. 




























UNA MANERA SENCILLA DE ESTIMULAR LA 
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Todos los alimentos 
BEECH-NUT para bebés 
han sido aceptados por el 
Consejo de Alimentos y 
Nutrición de la Asociación 
Médica Americana, como 
también todas las afirma¬ 
ciones en cada anuncio de 
Alimentos BEECH-NUT 
para bebés. 


Cuando una madre preocupada le pregunte 
qué hacer para que su bebé coma más, usted 
puede ayudarle a comprender que un niño 
obtiene mayores beneficios de sus alimentos 
cuando los come con gusto. 

No se puede esperar que un niño prospere 
desde el punto de vista nutricional ni emotivo, 
cuando las horas de sus comidas están impor¬ 
tunadas por ruegos y contrariedades. 

Es beneficioso para sus pequeños pacientes el 


que BEECH-NUT incorpore al agradable sabor 
de sus alimentos un positivo valor nutritivo. 
Ahora, con más variedad que nunca entre la 
cual escoger, BEECH-NUT hace más fácil que 
las madres complazcan a los pequeños pacien¬ 
tes de usted, y mantener felices las horas de 
las comidas. 

Una amplia variedad que usted puede reco¬ 
mendar: Sopas de Carne y de Vegetales, Frutas, 
Vegetales y Postres. 


BEECH-NUT 


AUMENTOS para ÑIÑOS 


Envasados en fraseos de cristal 


Distribuidores Exclusivos para Puerto Rico: ^ 

JOSE MALGOR y CIA,, Tetuán 305, San Juan, Puerto Rico—Teléfono: 2-2200 










ALLERGIC MANIFESTATIONS 



Piromen 


DERMATOSES 


OPHTHALMIC 

DISORDERS 


(PSEUDOMONAS POLYSACCHARIDE) is proving 

effective in the control of a wide variéty 

of allergies, dermatoses, and certain ophthalmic disorders. 

When injeeted, it produces a leucocytosis 

and initiates generalized activation of the reticulo- 

endothelial system. Supplied in 10 cc. vials containing 

either 4 or 10 gamma (micrograms) per cc., 

Piromen may be used safely within a wide dosage range. 


For a comprehensive booklet detailing the use of 
this effective therapeutic agent , merely urite 
"Piromen” on your Rx, and mail to — 



Manufactured by TRAVENOL LABORATORÍ ES/ INC* 

a subsidiary of BAXTER LABORATORIES, INC., MORTON GROVE, ILLINOIS 












A LOS SEÑORES MEDICOS 


N T os complacemos en recordarles que desde hace 25 
años somos distribuidores de los productos de ELI 
LILLY, de los cuales siempre tenemos completo 
surtido en existencia. 

i 

> 

J. M. BLANCO. Inc 

(Droguería Blanco) 

i 

l___ 


ASAMBLEA ANUAL 

Diciembre 6-10, 1955 

ANOTE ESTA FECHA EN SU CALENDARIO 
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THE NEW YORK POLYCLINIC 


ESCUELA DE MEDICINA Y HOSPITAL 


Organizada 

en 1881 


La Primera Institución Médica de América para Postgraduados 



SI RGEBY AND A LIA El) 

ANATOMY - SURCICAL 




SUBJECTS 

1. ANATOMY COURSE for tliose 





interested in preparing for lioard 





Examinations. Tliis ineludes lect- 




ing general surgery, trauinatic 

ures and demonstrations togetlier 




surgery, abdominal surgery, gas- 

with supervised dissection 011 tlie 




troenterology, protology, gyneco- 

cadáver. 




iogical surgery, urologicul surgery. 

2. SUKGIC'AL ANATOMY for 




Attendance at lectures, witnessing 

tbose interested ¡n a general Re- 




operations, examination of patients 

fresher Course. This Ineludes lee- 




pre-operatively and post operaii- 

tures with demonstrations on the 




vely and follow-up in tile wards 

dissected cadáver. Practical ana- 




post-operatively. Pathology, radi- 

tomical application is emphasized. 





3. OPERATIVE SURGERY (CA 




surgical auatomy, thoracic sur- 

DAVER). Lectures on applied an- 




gery, proctology, orthonedics. 

atomy and surgical teclinic of 




Operativo surgery and operative 

operative procedures. Matriculants 




gyneeology on the cadáver; at- 

perform operative procedures on 




tendanee at departmental and ge- 

cadáver under supervisión. 




neral conferenees. 

4. REGIONAL ANATOMY for 





tbose interested in preparing for 
Subspecialty lioard Examinations. 





OBSTETRICS and GYNECOLOGY 




PARA EL PRACTICO GENERAD 

_A two months full time course. 




Instrucción intensa en aquellas 
asignaturas que son de interés 

In Obstetrics: lectures, prenatal 
clinics; attending normal and 




primordial para el médico dedica- 

operative deliveries; detailed in- 




do a práctica general, consistiendo 

struction in operative obstetrics 




de clínicas, conferencias y demos- 

(manikin). X-ray diagnosis in 




traciones en los siguientes depar- 

obstetrics and gyneeology. Care 




lamentos; medicina, pediatría, car- 

of tile newborn. In Gyneeology: 




diología, artritis, enfermedades 

lectures; toueli clinics; witnes- 




del pedio, gastroenteroiogía, dia- 

sing operations; examination of 




betes, alergia, dermatología, neu- 

pa.'ients per-operatively; follow-up 




rología, cirugía menor, ginecología 

in wards post-operativelv.. Oh- 




clínica, proctología, enfermedades 

stetrical and gynecological patliol- 




perivasculares, fracturas, urología, 

ogy. Culdjoscopy. Studies in 




otolaringología, patología, radiólo- 

Sterility. Anestliesiology. Atten- 




gía. La clase deberá asistir a las 

[lance at conferenees in obstetrics 




conferencias generales v a las de 

and gyneeology. Operative gyn- 




los distintos departamentos. 

ecology on tibe cadáver. 



Para información sobre estos y otros cursos diríjase a: 


The Dean, 345 West 50th St., New York 19, N. Y. 



ASOCIACION MEDICA DEL DISTRITO ESTE 

ASAMBLEA ANUAL 

Agosto 26 y 27, 1955 

















PROGRAMA RADIAL 


“LOS MEDICOS INFORMAN” 

ESCUCHELO TODOS LOS DOMINGOS A 
LAS 12:00 M. 

A TRAVES DE LA WKAQ 
O LAS RADIOEMISORAS DE 
PONCE Y MAYAGUEZ 




ASOCIACION MEDICA DEL DISTRITO ESTE 

ASAMBLEA ANUAL 


AGOSTO 2f> y 27, 1955 













The Dietary Road to Hypercholesterolemía and Afherosclerosis 


Herrmann, G. R.. Texas State 
J. Med. 42:260, 1946. 

2. teinwand, I., and Moore, O. 

Heart 1.38:466,1949. 

3. Felch, W. C., and Dotti, L. B 
frac. Soc. Exper. Biol. & Med. 
72:376, 1941 


Abundara evtdence, obtained both in the labora- 
tory and in the clintc. links fats—and particularly 
choiesterol—with deposition of atheromatous 
plaques in artery walls. 

Clinical studies indícate that lipotropic agents 
such as choline 1 and inositol. 1-2,3 supplemcnting 
dietary therapy, are useful in reducing excessive 
blood choiesterol levels. 

Combined Lipotropic Therapy. pleasant to take 
continuously because of its unusual palatability, 
is provided in adequate dosage by 

WYCHOL* 

SYRUP OF CHOLINE AND INOSITOL Wyeth 
•Trade-mark SUPPLIED Bottles of 1 pint. 

Reprints of the above picture, suitable for framing, 
will be sent to physicians on request. 

INCORPORATED, PHILA. 2, PA. 


Distribuidores: FRANCISCO N. CASTAGNET, INC. 
P. O. Box 2506 - San Juan, P. R. 







Cada Cota un Arma Potente 


CIÑA 

(Eritromicina, Lilly) 

Carbonato de Etilo Cristalino 

s 


Antibiótico concentrado de sabor agradable 
y espectro no superado. 



I LOT 


ideal para el tratamiento de las infecciones 
en niños porque su sabor agradable a limón, 
aprobado por los árbitros juveniles, Lilly, es 
garantía de la cooperación de los pacientes. 
Pero lo mejor de todo es que más del 96 por 
ciento de las infecciones bacterianas agudas 
de las vías respiratorias y el 90 por ciento 
de todas las infecciones bacterianas respon¬ 
den a este antibiótico potente. Además, la 
“Iloticina’ es notablemente innocua. 

Fácil de administrar con un cuenta gotas 
calibrado. 

Posología 

Niños de 4.5 kg: 0.5 cm 3 (10 gotas) cada 6 horas 
9 kg: 1 cm ;i (20 gotas) cda 6 horas 
18 kg: 2 cm 3 (40 gotas cada 6 horas 



CALIDAD - INVESTIGACION - INTEGRIDAD 


Eli Lilly Pan American Corporation 
Indianapolis 6, Indiana, E. U. A. 
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Amwuncing the 

STERILE 
FLUIDS 
PUMP 

Lote Cosí, Portable Instrument 
for Positive Control 
in Pumping Blood, Plasma, 
and Sterile Fluids 




Here is ÚvP answer lo a long-felt need for jf practicíd instru» 
ment permitting increased speed in transfusions. The AO Sterile 
Fluids Pump may be clamped onlo any available irrigation stand 
, . . with the aid of a simple adapter set, standard transfusión 
equipment can he used. For emergency use, it may he operated 
while hehl in the palm of the hand. If desired, it can he returned 


instantly to gravity feed. 


Since no part of the AO Sterile Fluids Pump contacts the 
fluid, the pump does not require sterilization. See your AO Rep» 


resentative. 
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menean 


Optical 


INSTRUMENT DIVISION 

B U F F A L 0 15, NEW YORK 



Representantes Exclusivos: 

PUERTO RICO OPTICAL COMPANY 

San Francisco #363 - San Juan, P. R. 
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to relieve nausea and vomiting 
and in adoles- 




PYRIBEXIN 

—PíTünI^' 


ot pregnancy 
cent acné 


(Pyridoxine HCI Thiamine Chloride) 
Each 1 cc contains: 

Vitamin Bl......50 mg 

Vitamin B6.50 mg 

VIALS OF 10 cc 


' •*» mi i'»'" 


IR08LEX 


for use ¡n hypochromic and 
tritional anemias 


(Iron - Liver - B Complexl 
Each cc contains: 

Thiamine HCl (Bl) .100. 

Riboflavin (B2) . 0.! 

Pyridoxine HCl (B6) . 1. 

NICOTINAMIDE . 50. 

IRON CACODYLATE . 10. 

LIVER (10 U.S.P. UNITS 

PER CC) . o.; 

Phenol (As preservative) 0.5% 

VIALS OF 10 cc 


Improved 


Formula 


NION CORPORATION los angeles 38, california 

JOAQUIN BELENDEZ SOLA, INC. 

PO. BOX 1188, SAN JUAN, PUERTO RICO 
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PARA UNA DIETA APETITOSA, 

BAJA EN SODIO Y ADECUADA EN PROTEINAS 



El Lonalac permite la ingestión de dietas 
apetitosas, adecuadas en proteínas 
biológicamente totales aunque bajas en sodio. 



El LONALAC tiene un valor nutritivo 
similar al de la leche íntegra pero con un 
contenido insignificante de sodio, 

25 mg. por cada 1000 cm. 3 de la solución, 
mientras que la misma cantidad de leche 
contiene 507 mg. de sodio. La multiplicidad 
de su uso, con leche, crema, sopas, 
salsas blancas y otros platos apetitosos— 
permite que los pacientes se mantengan a 
dietas escasas en sodio por 
períodos prolongados. 


Presentación: En polvo. Latas de 454 g. 


LONALAC 

el alimento rico en proteínas y bajo en sodio 


MEAD JOHNSON & COMPANY • EVANSVILLE, INDIANA, E. U. A. 



P. o. Box 3081 — San Juan, P. R. 





Well KNOWN and prescribed by physicians in nearly 
every civilizad country, Nion B'Nutron also has patient 
acceptance with íts remarkable taste appeal. 


BOTH TABLETS AND SYRUP 

NOW HAVE V8TAMIN B 12 AND FOLIC ACID ADDED 

i mmmmmm i wmmm mm ■■ m i Mmsmmmm m 

An outstanding achievement is the complete stability of crystalline 
vitamin Bi 2 and folie acid in the B'Nutron Syrup. Nomalcoholic, 
good'tasting, this smooth'flowing syrup has ohvious advantages in 
pediatrics and geriatrics. 

For other age groups the easy'to'swallow size, sugar'coated B-Nut' 
ron tablets provide essentially the same formulation. 


B-NUTRON FORMULA 


Each teaspoonfu 1 fScc.J contains 2 m g. thiamin h. el. ÍBi), O.í rng. 
riboflavin (B¡), 10 mg. niacinamide, 0.2 mg. pyridoxine (B e ), 0.2 
mg. ca. pantothenate, 2 memg. vitamin B n >, 0.02 mg. folie acid, 1 
grain ferrous gluconate, and f/4 grain manganese sodium cúrate. 


Nion Corporation 

LOS ANGELES 38 • CALIFORNIA 



Representantes para Puerto Rico 

JOAQUIN BELENDEZ SOLA 

Apartado 1188, San Juan, P. R. 



















































Salicyíates and cortisone have com « 
plemevtary action when combined .. 


Smaller doses of each are sufficient to 
produce a therapeutic response equiv- 
alent to massive cortisone therapy. 
With smaller doses, side effects are 
absent, thus permitting SALCORT 
therapy over a prolonged period. 
THERE ARE NO WITHDRAWAL 
PROBLEMS WITH SALCORT. 

Salcort provides safe, dependable re- 
lief in arthritic affections. Early func¬ 
ional improvement and a sense of well 
being are significant in a large per- 
centage of patients. 


Each tablet contains: 

Cortisone Acétate .2.5 mg. 

Sodium Salicylate ..0.3 Gm. 

Aluminum Hydroxide Gel, dried.0.12 Gm. 

Calcium Ascorbate . 60 mg. 

(equivalent to 50 mg. ascorbic acid) 

Calcium Carbonate .. 60 mg. 

professional literature and sample 
available on request 

THE S. E. MASSENGILL COMPAN Y 

BRISTOL, TENNESSEE 


Distribuidores: COMERCIAL GODEL - Calle Europa 802 
Tel. 3-1061 - Santurce, P. R. 

P. O. Box 1081 - San Juan, P. R. 


















































there is nothing quite like @ 

OESITIN 


OINTMENT 


rich in 

COD LIVER OIL 


to keep 

baby’s skin clear, 
smooth, supple, 
free from rash, 
excoriation 
and chañng 


Desitin Ointment has proven its soothing, 
protective, healing qualities 1 ' 4 in over 30 
years of use on millions of infants in... 

DIAPER RASH • DERMATITIS • INTERTRIGO • IRRITATION 

Tubes of 1 oz., 2 oz., U oz., and 1 Ib. jars. 

DESITIN CHEMICM. COMPANY 

70 Ship Street • Prcmdence 2, R. I. 

1. Grayzel, H. G., Heimer, C. B., and Grayzel, R. W.: New York 
St. J. M. 53:2233, 1953. 

2. Heimer, C. B., Grayzel, H. G., and Kramer, B.: Archives of 
Pediatrics 68:382, 1951. 

3. Behrman, H. T., Combes, F. C., Bobroff, A., and Leviticus, R.s 
Ind. Med. & Surgery 18:512, 1949. 

4. Turell, R.: New York St. J. M. 50:2282, 1950. 

Distributor: 

COMERCIAL GODEL, INC. 

Calle Europa 802 
Santurce, Puerto Rico 
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but many other nutritional factors are usually 

involved in SECONDARY ANEMIAS 

FERBETEX 

£ trand~ 

supplies a well-rounded, well balanced therapeutic 
combination of essentials. 

Ecich tablet provides : 


FERROUS GLUCONATE __3 grains 

LIVER CONCENTRATE_3 grains 

B-COMPLEX VITAMINS 

Thiamin _ 2 mg. 

Riboflavin _ 2 mg. 

Ca. Pantothenate _ 1 mg. 

Pyridoxine _ 0.5 mg. 

Niacinamide _10 mg. 

FOLIC ACID _ 0.5 mg. 

ASCORBIC ACID _20 mg. 

and 

VITAMIN B-12 _3 micrograms 


An Efficient hematopoietic, FERBETEX is remarkably well toler- 
ated, with optimal nutrient utilization, and least gastrointestinal 
upsets. 

Bcttles of 50 and 100 capsules shaped tablets. 

Physicians’ Samples and Literature upon request. 


Exclusive Distributors: 
JOAQUIN BELENDEZ-SOLA, INC. 

P. O. Box 1188 Tel. 3-5010 


San Juan, Puerto Rico 
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Distribuidores: LUIS GARRATON, INC. 

Fortaleza 352 - Tel. 3-1593 - Apartado 2984 - San Juan, P. R. 






potent anli-diarrhea agent 
now available in the U.S.A. 

Entero-Vioform, a povverful agent for use in 
simple infectious diarrhea and amebic dysen- 
tery, is now available for the first time in the 
United States. This well-tolerated, virtually 
nontoxic anti-diarrhea agent is especially 
useful for travelers, who are particularly 
vulnerable to diarrhea. 

Entero-Vioform is available in tablets (also 
known as Vioform® tablets), each contain- 
C I B A ing 250 mg. iodochlorhydroxyquin U.S.P. 

SUMMIT, N. J. _ 


2/2103M 


VIOFORM (iodochlorhydroxyquin U.S.P. CIBA) 



R ARI D CURES 

of urinary tract infections 
prevent permanent kidney damage 

Infections of the lower urinary tract rarely remain 
localized for any length of time. The kidneys are 
often invaded rapidly unless effective treatment 
is instituted immediately. Henee, the choice of the 
first drug used may decide the fate of the kidneys. 


brand of n i t rofuranto i n, Eaton 


Furadantin is unique, a new chemotherapeutic 
molecule, neither a sulfonamide ñor an antibiotic. 


rapio action. Within 30 minutes after the 
first Furadantin tablet is taken, the invaders are 
exposed to antibacterial urinary levels. 


wide antibacterial, range. Furadantin 
is strikingly effective against a wide range of clini- 
cally important gram-negative and gram-positive 
bacteria, including strains notorious for high 
resistance. 


Scored tablets of 50 mg.. Bottles of 50 and 250. 

Scored tablets of 100 mg. ! Bottles of 25 and 250. 



Also available: Furadantin Pediatric Suspensión, con- 
taining 5 mg. of Furadantin per cc. Bottle of 4 fl. oz. 


THE NITROFURANS— 

A UNIQUE CLASS 
0F ANTIMICROBIALS oiJO» 
PRODUCTS OF 
EATON RESEARCH 



NORWICH, NEW YORK 


Distribuidores: CESAR CASTILLO, INC., Edificio Camaleglo 
Avenida Muñoz Rivera 70 - Hato Rey, Puerto Rico 








true choleretic action 


WHAT IT IS 

Gallogen is a true choleretic, not a bile salt. It is the synthetic active 
ingredient of the ancient drug Cúrcuma. Chemically it is the dietha- 
nolamine salt of the mono-d-camphoric acid ester of p-tolylmethyl 
carbinol. 


WHAT IT DOES 

Gallogen acts directly en the hepatic cells--quickly and positively. 
A marked increase in the formation of bile by the liver follows its ad- 
ministration. This is natural, whole bile in volume and composition. 
Administered to patients with normal liver functions and patients with 
various liver impairments, Gallogen produces a choleresis in proportion 
to the functional capacity of the liver. This choleresis is prompt and 
lasting, the flow beginning in about one hour and lasting one hour or 
more after the onset. 


WHAT IT’S FOR 

Gallogen is indicated whenever it is desirable to increase the flow of 
bile, encourage activity of the gallbladder and promote normal function 
of the biliary system. Gallogen is therapeutically effective in biliary 
dyspepsia, chronic cholecystitis, nonobstructive cholangitis, biliary dys- 
kinesia, biliary stasis, pre- and postoperative conditions where the flow 
of bile is sluggish. 

Gallogen is a useful adjunct in cholecystectomized patients and in 
conditions characterized by incomplete digestión of fats and carbo- 
hydrates, and lack of intestinal motility. 

In X-ray visualization, Gallogen facilitates cholecystography by stim- 
ulating secretion of whole bile. 
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Gallogen has a long record of clinical safety. It is nontoxic in thera- 
peutic doses. Gallogen is not habit-forming and may be administered 
over long periods of time without developing a tolerance to the drug. 

Contraindicated in acute biliary conditions, common duct obstruc- 
tions, acute hepatitis or marked cholangitis. 

PROFESSIONAL LITERATURE AND SAMPLES AVAILABLE 

THE S. E. MASSENGILL COMPANY Bristol, Tenn. 


Distribuidores: COMERCIAL GODEL - Calle Europa 802 
Tel. 3-1061 - Santurce, P. R. 

P. O. Box 1081 - San Juan, P. R. 
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La dosis pequeña requerida significa 

una gran economía en el tratamiento y 

garantiza ausencia de efectos secundarios 


El ap acthar Gel administrado por vía subcutánea o 
intramuscular proporciona un alivio rápido, aun de ios 
dolores más severos, especialmente en los estados agu- 
dos de la Bursitis y Tendínitis. 

Al revés de las infiltraciones con procaína o narcóticos 
el ap acthar Gel no se limita simplemente a amortiguar 
el dolor sino contrarresta efectivamente la reacción 
inflamatoria, así como la hinchazón y edema concomi¬ 
tantes. Hasta los depósitos de calcio pueden desaparecer 
con su administración.t 

tSleinberg. C. L„ and Roodenburg, A. L.. J.A.M.A. 149:1458. 1952. 
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ARMOIR 


APMAto 


LABORATORIES 

CHICAGO 11. ILLINOIS. E.U.A. 

DE ARMOUR AND COMPANY 


♦ALTAMENTE PURIFICADO 


(EN GELATINA; 


ACTHAR ® ES LA MARCA QUE OISTINGUE A LA HORMONA ADRENOCORTICOTROPA 
(CORTICOTRQPINA. ACTH¡ OE ARMOUR. 


Distribuidores: LUIS GARRATON, INC. 

Fortaleza 352 - Tel. 3-1593 - Apartado 2984 - San Juan, P. II, 




Primera 

... en el campo de la 
investigación antibiótica 

Primera 

... en introducir un 
nuevo y superior antibiótico: 

A JI 

%» Vi li 1 í* H 


Y, ahora, primera 

_en lanzar una forma intramuscular 

antibiótica nueva y superior : 


CLORHIDRATO DE 


ACROMICIHm 


HCI DE TETRACICLINA CRISTALINA 

INTRAMUSCULAR 






Envases: (rasco de (00 mg 
(a diluirse con. agua, para inyección, 
agregando 2cm 3 a cada frasco de (00 mg. 
Las soluciones se mantienen a la 
temperatura ambiente durante 24 horas). 


•Marca de fábrica 



Las primicias en materia de investigación antibiótica provienen de: 

LEDERLE LABORATORIES DIVISION, Cyanamid Inter-American Corporation, 49 West 49th Street, New York 20, N.V. 








New...time first 


broad-spectrum antibiotic 


for intramuscular 


injection 


Terramycin* Intramuscular 


(brnnd of oxytetracycline) 


easy parenteral administration 

prompt broad-spectrum antibiotic action 
well tolerated 


TERRAMYCIN INTRAMUSCULAR 
is ávailable in one-dose víais 
containing 100 mg. of stgrile 
TERRAMYCIN Hydrochloride. 

The dosage is 200 to 400 mg. daily, 
givén in divided doses 
of 1P0 mg. each at 
6 to 12-hour intervals. 
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GERIPLEX 


estabilizador meta- 
bólico que protege de 
los procesos seniles. 

-y c A 


DEL PACIENTE DE EDAD AVANZADA 

Con salud, los años de la madurez pueden 
ser una época feliz—y para asegurar esa 
salud, el GERIPLEX provee los elementos 
necesarios de protección. 

Cada uno de ellos desempeña un papel en la 
lucha contra los trastornos vasculares y 
metabólicos, y para prevenir las deficiencias 
de importantes vitaminas. Por ejemplo, con¬ 
tiene rutina para combatir la excesiva fra¬ 
gilidad y permeabilidad capilares; y colina, 
esencial para el metabolismo de las grasas 
y para la función hepática. 

Los médicos, que ya han valorado las venta¬ 
jas del GERIPLEX, están prescribiendo esta 
nueva fórmula a sus pacientes geriátricos. 
Se invita a los farmacéuticos a mantener 
existencias adecuadas para hacer frente a 
esta demanda facultativa. 

ENVASE: Frascos de 25 cápsulas. 
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COMPAÑÍA 


PARRE, I> AVIS & 

DETROIT, MICHIGAN, E. U. A. 
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whole root... 

preferred in hypertension 



Some of the alkaloids of rauwolfia contribute to 
the hypotensive effect but not to the sedative 
effect. Other rauwolfia alkaloids, notably reser- 
pine, have a pronounced sedative effect as well 
as a hypotensive effect. In hypertension, it has not 
been shown that any single alkaloid or fraction 
produces all the beneficial effects of the wdiole root. 


RAUDIXIN 

Squibb Rauwolfia 


ALKALOIDS OF 

RAUWOLFIA 

SERPENTINA 


Ai mal i ne 
Ajmalicine 
Ajmalinine 
Isoajmaline 
Isorauhimbine 
Neoajmaline 
Rauhimbine 
Raupine 
Rauwolfinine 
Rescinnamine 
Reserpine 
•fReserpinine 
Sarpagine 
Serpentine 
Serpentinine 
Yohimbine 
</e//a-Yohimbine 


50 mg. and 100 mg. tablets, 
bottles of 25, 100 and 1,000. 



•«AUOlXIN* 10 
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... en preparados Orad, Of tálmico y Parenteral. . . proporciona la posología y 
la forma de administración convenientes en numerosas enfermedades. 



TABLETAS! de 25 mg., en frascos de 
20 y 40 

de 5 mg., en frascos de 50 


OFTALMICO: Suspensión Estéril de Ace¬ 
tato de Cortone al 0,5%. Suspensión 
Estéril de Acetato de Cortone al 2,5%. 
Ungüento al 1,5%, en tubos de 3,5 g. 


PARENTERAL: En frascos de 20 cm. 8 , 
con 25 mg./cra. 3 
En frascos de 10 cm. 8 , 
con 50, mg./cm. 8 





Cortone es la marca original del compuesto E. Fué 
gracias a los medios de investigación y de producción 
de Merck & Co., lnc. que se pudo disponer de este 
medicamento. 

Los preparados oftálmicos de CORTONE producen re¬ 
sultados impresionantes en las afecciones inflamatorias 
del segmento anterior del ojo; este tratamiento tópico 
es eficaz, sencillo y económico. 

Las formas;wa/ y parenteral del' CORTONE mejoran de 
modo asombroso muchas dolencias artríticas graves; 
también son sumamente eficaces en afecciones oculares 
y cutáneas, alergias y otros muchos procesos patológicos. 

Para la posología y la administración del Cortone no 


hay que tomar ninguna medida que no esté fácilmente 
al alcance del médico en el ejercicio diario de su profesión. 

Centenares de artículos de la literatura médica mundial 
atestiguan la utilidad, siempre creciente, de los prepa¬ 
rados de Cortone. Desde que la casa Merck & Co., 
I nc. presentó este producto, las indicaciones del Cortoni 
en varias formas han ido aumentando continuamente, 
y son tantas ya que no es posible mencionarlas todas 
aquí. Se enviará literatura sobre la posología y la ad¬ 
ministración de Cortone en afecciones corrientes a los 
profesionales que la soliciten. 

Todas las tabletas de Cortone 
llevan esta marca de fábrica . . . 







MERCK-SHARP &DOHME INTERNATIONAL 

DIVISION OP MERCK Je CO.. INC. 

161 AVENUE or THE AMERICA!, NEW YORK 16. N. Y., U. 8. A. 



*Cortone es la marca regis¬ 
trada de Merck & Co., lnc 
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Pediatric 



(Erythromycin Slearale, Abbott) 


Stearate 


ORAL SUSPENSION 


■ 



PEDIATRIC ERYTHROCIN STEARATE is a sweet, cinnamon-flavored 
suspensión designed to please the exacting taste of little patients. 
Pediatric Erythrocin is ready for instant use. No mixing required. 
This new form of an eífective antibiotic remains stable for at least 
18 months—whelher or not the bottle has been opened—without 
loss of eífectiveness or change in flavor. 

PEDIATRIC ERYTHROCIN is especially indicated in otitis media, bron- 
chitis, sinusitis, pharyngitis, tonsillitis, scarlet fever, pneumonía, 
crysipelas, pyoderma . . . when children are sensitive to other anti- 
biotics or when the organism is resistant . . . when the organism is 
staphylococcus, because of the high incidence of staphylococci re- 
sistance to other antibiotics. 


PEDIATRIC ERYTHROCIN is less likely to alter the normal intestinal 
flora than many other oral antibiotics. 

PEDIATRIC ERYTHROCIN STEARATE is supplied in 2-fluidounce bottles. 


ABBOTT LABORATORIES PUERTO 
Cayey Street, Córner William Jones 


RICO INC, 
Santurce 
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Acetazolamida LEDERLE 


Un nuevo diurético oral . . . 

No es mercurial ni derivado de xantina 

El DIAMOX, ampliamente probado y comprobado ya 
en clínicas y laboratorios, es un nuevo producto que 
se indica para el régimen del edema de pacientes cardíacos 

Administrado todas las mañanas, redunda en una 

copiosa diuresis que dura de 6 a 12 horas 

(sin interrumpir el descanso nocturno del paciente). 

El DIAMOX no es un irritante gastrointestinal ni renal. 

El DIAMOX no produce efecto tóxico cumulativo, 
ni cuando se lo administra, como se 
recomienda, durante un período indefinido. 

Viene en tabletas ranuradas de 250mg para uso oral 


^252^ • • • un timbre de honor 


•Maree, j-esittrado 


LEDERLE LABORATORIES DIVISION 

CYANAMID INTER-AMERICAN CORPORATION 

49 WEST 49TH STREET, NEW YORK 20, N. V. 
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Vol. 47 Julio, 1955 No. 7 

NEW RADIOPAQUE DIAGNOSTIC AGENTS 

MAL 7 RICE L. TAINTER, M.D.* 

In recent years the continuous search in our laboratories for 
improved diagnostic agents has concentrated on the visualization 
of the gall bladder and ducts, the kidneys, lungs, cardiac cham- 
bers, the larger vessels, spinal canal and the vascular beds in 
the brain, It seems probable that the time is not far distant 
when all the hollow chambers of the body can be effectively 
visualized by X-ray with safety and with a high degree of diag¬ 
nostic acumen. Space here does not permit discussion of each of 
these fields so that I will concéntrate on the status of gall bladder 
diagnostic agents and of those which visualize the urinary tract 
through excretion urography. 

Cholecystography : The recent major advance in the Science 
of cholecystography was brought about through the intensive 
studies of Drs. Hoppe and Archer 1 in our Institute. These scien- 
tists, working for about five years, developed new and improved 
methods of synthesizing rad.iopaque materials and of studying 
them experimentally in the pharmacology laboratory. Their test 
procedures had such precisión as to give, for the first time, re- 
liable quantitative measures of the valué of the various compounds 
studied. Archer synthesized nearly 150 radiopaque compounds 
which were potential gall bladder contrast media. Hoppe, in turn, 
studied these in experimental animáis, determined their pattern 
of lccation in the gall bladder, their tolerance and safety. 

Hoppe’s method used cats as the primary animal for the study 
of these compounds. This animal was selected because a careful 
comparison by him of the response to radiopaque gall bladder 
dyes in various species revealed that the cat predicted more ac- 
curately the human response than did other animáis, particularly 
the dog. It was found that some compounds which appeared to 
be very good in the dog were relatively inferior in humans. Too 
great rebanee on dog data, therefore, has led some observers to 
draw unjustified conclusions as to the merits of the material in 
which they were interested. 2 

* Stérling-Winthrop Research Institute, Rensselaer, N.Y. 
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Hoppe’s technic was to withdraw food from the cats for 24 
hours, then to give them milk rich in cream, which emptied the 
gall Wadder quickly. Six hours later the drug was administered 
by mouth. Pictures can be taken at various intervals, although 
he found that the most intense shadows were customarily seen 
at 18 hours. For the sake of quantitative comparison Hoppe 
graded the intensity of the shadows from 0 to 4, 4 being the most 
intense completely opaque gall bladder, as is illustrated in Figure 1. 



Fig. 1. Oral Telepaque (k) cholecystograms in the cat illustrating: (A) a 
poor (1), (B) fair (2), (C) good (3), and (D) an excellent (4) gall bladder 
visualization. 


As a result of his extensive studies he determined that the most 
active compounds are those which are triiodoaminophenyl deriva- 
tives. These have a great advantage over molecules previously 
available, in that they contain three, rather than two, atoms of 
icdine, so that the best one of these contains 66.7% iodine. This 
compound, 3 (3-amino-2,4,6-triiodophenyl) -2-ethylpropanoic acid, 

I 


i 



has been named Telepaque and given the common designation, 
iodopanoic acid. 

Hoppe’s and Archer’s results have been summarized by them r 
in the data given in Table 1. It can be seen from these data that 
the compound, Win 2011, which later was named Telepaque, pro- 
duced with doses of 100 mg./kg. a density of 3.6 units in Hoppe’s 
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* Average of 5 cats per dose level except with iodoalphionic acid and Telepaque(R) where 20 cats were used per dose level. 
ACI = Average Cholecystographic Index, representing the average numerical score for 5 or more observations at a given 
dose level. 
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scale, whereas iodoalphionic acid (Priodax), the compound most 
commonly used previously, produced a density of only 3.3 units 
when given in twice the dose. Hoppe’s measurements of the density 
showcd that Telepaque produced 44% more intense shadows than 
Priodax regardless of dosage. One might expect that the increased 
iodine content and concentration in the bile of Telepaque would be 
associated with increased toxicity. However, the data revealed 
quite the contrary; for, while Priodax was fatal in doses of 3.8 
gm./kg., 15.8 gm. of Telepaque were required for the same degree 
of effect. In other words, Telepaque, although 44% more effective 
as a radiopaque, was only one-fourth as toxic.' 

. These animal tests have proved to be almost completely trans- 
ferable to patients. Thus, Morgan & Stewart 4 in a quantitative 
study of the density of the shadows in patients found that when 
patients were given both compounds, Telepaque produced shadows 
35% more dense than those of Priodax, a figure which coincides 
remarkably well with that observed in the animal laboratory. 
Morgan & Stewart also observed in those cases where visualization 
failed or was incomplete and readministration of the drug was 
required to make the diagnosis more certain, Telepaque had to 
be readministered in 40% fewer patients than did Priodax in order 
lo obtain reliable results. 

The kind of pictures observed in patients with Telepaque are 
illustrated by scme of the figures from typical patients. It will be 
noted that frequently the density is such that the biliary ducts 
are adequately visualized throughout their length. The common 
duct and the cystic duct are seen very frequently, and often even 
some branches of the mtrahepatic ducts can be discerned as well. 
Figure 2 shows a gall bladder containing one opaque stone. In 
Figure 3 are shown three radiolucent stones. In Figure 4 is de- 
picted a patient after 6 tablets of Telepaque who had a gall bladder 
containing many translucent stones. This picture was taken prone. 
When this patient was stood upright the stones floated Jnto a 
horizontal layer, as is shown in Figure 5. After a fat meal the 
cystic and common ducts were visualized, although the gall blad¬ 
der. did not empty vigorously. (Figure 6). Another film which 
illustrates the good visualization of the ductal system frequently 
obtained is given in Figure 7. Here, 12 minutes after a fat meal 
the gall bladder is actively contracting, and the cystic, common 
and hepatic ducts can be readily distinguished, 

In a series of 1000 patients Whitehouse and Martin 3 have 
given a very informative analysis of the quality of visualization 
produced by Telepaqüe as contrasted with Priodax. 

Excellent visualization was produced in 59.6% of the Tele¬ 
paque and 20.2% of the Priodax patients. At the opposite end of 
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Figure 2. Cholecystogram with 6 tablets of Telepaque in 71 year oíd woman, 
showing weil calcified gall bladder with single calcified stone. 

Figure 3. Cholecyrtogram with 6 tablets of Telepaque showing three trans- 
ucent stores in the gall bladder (Courtesy of Dr. Stephen White, New York). 



Figure 4. Cholecystogram after 6 tablets of Telepaque, showing múltiple 
translucent stones. Patient in prone position. 

Figure 5. Same patient as Figure 4, in the upright position. Stones have 
collected in a horizontal layer. 











¿66 Bol. Asoc. Med. ije P. R. 


Julio, 1955 



Figure 6. Same patient of Figures 4 and 5, 40 minutes after a fat meal. 
r i he gall bladder is cnly partial'y emptied, buí the cystic and common (hu ta 
are visualized. 


Figure 7. Telepaque 6 tablets. Picture made 12 minutes after a fat meal. 
Shows contraction of gall bladder and visualization of the ductal system. 
(Courtesy of Dr. Louis P. Divilio). 

the scale, no visualization or íaint picLures we.e ssen in lJ.Pi 
and 21.8% respectively, of the patients glven Priodax as conrea, el 
to 9.4% and 7.6% with Telepaque. These authors conclude tha 
“the use of Telepaque resulted in nearly three times as man/ 
excellent shadows as did Pricdax, and the number o; ca es with 
faint or no shadows was demonstrably less.” 

Side Effects: With a diagnostic procedure such as visual- 
’zing the gall bladder, an important consideration always must be 
whether there are side effects experienced by the patient which 
make the procedure less than completely satisfactory. The ani¬ 
máis studied were remsrkably free from any such effect which 
might be of clinical significance. However, they are not necessarily 
conclusive witnesses to v/hether there would be effects in patients. 

We have tried to assemble the data which have been publish- 
cd on the three leading oral gall bladder compounds. These are 
the Telepaque and Priodax already referred to, and a newer 
compound, Terldax, also known as iophenoxic acid, which has be- 
come available so recently that cnly a few data are available. How¬ 
ever, we have been able to assemble from the published literature, 
’n a form which allows us to summarize the clinical responses 
to them, 1801 patients on Telepaque, 4492 on Priodax, and 150 
en Teridax. In Table 3 the number of cases are reported as the 
clenominator in which the presence or absence of a symptom was 
spec'f : cally indicated and the number of positive reactions is in- 
dicated as the numerator of the fraction. Obviously, where a 
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TABLE 2 

Q UAL IT Y OF VISUALIZATION WITH PRIODAX AND TELEPAQUE 
(Data of Whitehouse and Martin (3) 



Priodax 

500 Cases 

Telepaque 

500 Cases 

Excellent Visualization 

1. No stone 

98(19.6%) 

270(54.0%) 

2. Radiolucent stone 

2( 0.4%) 

25( 5.0%) 

3. Opaque or partially 

opaque stone 

1( 0.2%) 

2( 0.4%) 

4. ? Polyp 

0 

1( 0.2% ) 

TOTAL 

101(20.2%) 

298(59.6%) 

Good Visualization 

1. No stone 

191(38.2%) 

97(19.4%) 

2. Radiolucent stone 

16( 3.2%) 

19 ( 3.8%) 

3. Opaque or partially 

opaque stone 

2( 0.4%) 

1( 0.2%) 

TOTAL 

209(41,8%) 

117 (23.4%) 

Faint Visualization 

1. No stone 

85(17.0%) 

24( 4.8%) 

2. Radiolucent stone 

16( 3.2%) 

9( 1.8%) 

3. Opaque or partially 

opaque stone 

8( 1.6%) 

5( 1.0%) 

TOTAL 

109(21.8%) 

38( 7.6%) 

Non-visualization 

1. No stone 

75(15.0%) 

44( 8.8%) 

2. Opaque or partially 

opaque stone 

6( 1.2%) 

3( 0.6%) 

TOTAL 

81(16.2%) 

47 ( 9.4%) 


symptom was not specifically mentioned by the observers it is 
likely that it was not present or was insignificant. Nevertheless, 
these have not been considered negative cases and added in unless 
ihere was specific mention of the observation in question. Henee, 
the reliability of some of the percentages quoted has to be weighed 
in the light of the number of cases represented by the observations. 
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In general, it can be seen that 29.3% of the patients had 
some kind of undesirable symptom when Telepaque was given, 
and that this figure was 44.6% with Priodax, and 36% with Teri- 
dax. Thus it appears that adverse symptoms are considerably less 
common with Telepaque than with the other agents. The nature 
of these adverse effects varied from patient to patient. Nausea 
was present in only 10.5% of the Telepaque patients as compared 
to 18% of those having Priodax, and 20.5% of those receiving 
Teridax. Vomiting was a very infrequent result from Telepaque, 
being seen in only 0.6%. With Priodax, vomiting was 4 times as 
frequent, being 2.4%, and with Teridax was about 7 times as 
frequent, being 4%. Diarrhea is caused by these radiopaques 
probably more frequently than any other symptom. It was present 
in 21.4$ of the Telepaque, 25.7% of the Priodax, and 27.3% of 
the Teridax patients. Where direct comparisons of the compounds 
were made, the comment was drawn, however, that the diarrhea 
from Telepaque was less severe than that from Priodax, quite 
apart from the absolute inciclence. 

Heaclaches from these drugs are probably coincidental rather 
Ihan being produced by any causal mechanism. This symptom 
was observed in 9.9% and 8% respectively, of the Telepaque and 
Priodax patients. However, it was present in 20% of the Teridax 
patients, which raises a suspicion that this latter compound may 
have some specific influence in producing headaches not possessed 
ty the other two preparations. Distress in the gastro-intestinal 
iract associated with swallowing the drug is reported by various 
observers under the headings of heartburn, pain, burning on swal¬ 
lowing and cramps. The pattern of these varied with the compound 
and, to a large extent, with the observer. Priodax seemed to be 
the most free of producing gastro-intestinal cramps while Tele¬ 
paque and Teridax in the order named were not so good in this 
respect. However, Priodax caused 20%; incidence of burning on 
swallowing, a symptom which was only reported in 4.8% of the 
Telepaque patients. When these results are lumped together to 
get a rough estímate of the overall gastric tolerance of the com¬ 
pounds, it is found that Telepaque produced these symptoms in a 
significantly smaller prcportion than eithcr Priodax or Teridax. 

Disorders of the skin were not observed in any patients re¬ 
ceiving Telepaque; however, 2.5% of those getting Priodax had 
skin eruptions and 1.7% had pruritus. This might indícate that 
Telepaque has a lessened chance of producing allergic reactions 
than the older preparation. 

There was a markecl difference between these products in the 
amount of residual radiopaque partióles visualized in the gastro¬ 
intestinal tract. Every radiologist has observed that when large 
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amounts of radiopaque material are secreted into the duodenum 
in the hile there may be a diffuse cloud cast over the viscus. How- 
ever, with Telepaque there is more than this excretory opacity 
in the gut, since there were visualized in 89% of the patients 
small partióles of apparently unabsorbed tablets. These are usually 
sufficiently far from the gall bladder shadow to cause no con¬ 
fusión in the interpretation of calculi in the biliary tract. In case 
of suspicion, taking the picture from the proper angle will quickly 
determine whether or not such partióles are within the gall blad¬ 
der. 

AVhere a gall bladder fails to visualize, it may be very com- 
forting to the radiologist and surgeon to see these partióles in 
the gastro-intestinal tract, because then they can be sure that the 
patient has swallowed the tablets as instructed and that the fail- 
ure to visualize is due to actual functional defect and not to lack 
of patient cooperation. Cholecystectomies have been inadvertently 
scheduled on supposedly non-functioning gall bladders, only to 
discover later that the organ did not visualize because the patient 
neglected to swallow the drug as instructed, or perhaps vomited it 
rnd, therefore, did not absorb the material. What might, thus, be 
considered as a defect in the performance of the Telepaque, in 
reality becomes an asset of considerable valué in its clinical use. 

Another aspect of the action of these compounds is the in- 
formation that may be drawn as to whether the gall bladder is 
able to empty actively under the normal stimulus or not. A gall 
bladder which does not empty freely when a proper fat meal is 
given may well be suspected of being physiologically abnormal 
and, therefore, may be more likely to require surgical intervention. 
Henee, there is interest in how frequently the gall bladders will 
empty under the stimulus of a fat meal. The table shows that out 
of 114 patients in whom this facet was commented upon, 105 had 
goed emptying of the gall bladder after the fat meal when given 
Telepaque, or an emptying rate of 92.1%. With Priodax, however, 
the emptying rate in an entirely similar series of patients was only 
64%. If it can be assumed that the poorer emptying after Priodax 
was apt to be interpreted as evidence of biliary dysfunction, then 
it is likely that diagnostic errors may have been made because 
of the failure of the Priodax-treated gall bladder to empty proper- 
ly under the stimulus of the fat meal. 

SUMMARY 


These observations on Telepaque and related compounds may 
be summarized by saying that this new compound gives a higher 
percentage of excellent and good visualizaron of the gall bladder 
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than do the compounds heretofore available. It also produces a 
more dense picture which permits a higher percentage of critical 
diagnoses, particularly in those patients where the other agents 
give equivocal answers. As a result of these more informa!ive re- 
sults, re-adminisíration of the gall biadder dye is decreased in 
frequeney and reliable diagnoses are made on the f.'rst examina- 
lion much more often. This improved diagnostic reliebility of 
Telepaque is assoc’ated with a lower incidence of s’de effeets and 
with less intensity cf those side effeets which are seen. The con¬ 
clusión, Iherefore, seems appropriate that with this compound 
better gall biadder pictures can be obtained than previously and 
that the entire Science of cholecystograph’c diagnosis has been 
made more accurate. 


EXCRETION UROGRAPHY 


The same kind of attack on the problems of exeretioii uro- 
graphy as has just been described fer cholecystogranhy has been 
carried out by Drs. Larsen and Hoppe' ! - in our Ins nu'e. Dr. Lar- 
sen in a brilliant series of syntheses fina'ly evolved a compound 
which was excreted quantitatively by the kidneys and wh’ch con- 
tained. 3 atoms of iodine just as does Telepaque. This gave i he new 
compound an iodine content of almost 607- The sub'/íance is a 
benzoic acid derivative, having the Chemical formida sodium 
3-5-diacetamido-74,6-triiodobenzoate. 


COOlia 



X 

Hypaque-Sodium 


It has the important physical preperty of being neutral in 
concentratecl Solutions, so that large amounts of it can be given 
intravenously without disturbing the acid-base balance of the 
blood. This ccmpouncl, known as Hypaque Sodium, has been given 
the general ñame of diatrizoate sodium and is now available for 
excretion urography in the form of a 507, solution. 

This material is excreted in the uriñe beginning almost im- 
mediately after its intravenous injection. The kidneys concéntrate 
the soiuticn to a very high degree and, henee, stand out in X-ray 
pictures with a brilliance not available previously. As a matter 
of fact, in some particularly favorable patients even the collecting 
tubules of the kidneys can be visualized, thus allowing better in- 
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sight into íhe position and appearance oí the pyramids. Ilustra¬ 
ron oí its excretion by the kidneys oí rabbits, taken from Hoppe’s 
laboratory studies is given in Figures 8, 9 and 10. 

In spite of the very high iodine conten„ oí this compound 
it is one of the most inert drugs, in the pharma:odynamic sense, 
known. It causes so little disturbance oí blood pressure and res- 
piration that between 10 and 14 gm./kg. hura venously are re- 
quired in laboratory animáis for fatal effee-s. This gives it a very 
wide mai’gin of safety as compared to the doscs which are used in 
patients for diagnosis. 



Figure 8. Control fíat píate of rabbit before Hypaque injection (Courtesy of 
Lr. J. O. Koppc). 

Figure 9. Fiat píate of rabbit abdomen 5 minutes after 400 mgm./kg. Hypaque 
Sodium intravenously (Courtesy of Dr. J. O. Hope). 



Figure 10. fíame rabbit as in Figure 8 and 9 
at 10 minutes after injection. 
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The remarkable visualization of the kidneys following in- 
travenous injection of Hypaque is illustrated by piafes from typic- 
al patients. Figure 11 is that of a 90 year oíd man who was being 
studied for hematuria. The film, made 25 minutes after injection 
of Hypaque, shows a normal upper urinary tract in which even 
the terminal collecting tubules of the renal papillae are visible. 
Hydronephrosis is shown in Figure 12. Note the dilated calyces 
and ureter and the heavy shadow (upper right segment) cast by 
the redundant ureter. In the next figure (No. 13) elongation and 
narrowing of the upper infundibulum are apparent as the result of 
a renal tumor (carcinoma) of the upper pole of the right kidney. 
A left renal tumor is depicted in Figure 14. Dr. Henry Bodner 
of Los Angeles, California, was able, with Hypaque, to prepare 
an excellent excretion urogram (Fig. 15) which clearly reveáis 
the presence of double kidneys. In Figure 16 is illustrated the 
functional impairment of renal tuberculosis. 

Although tens of thousands of injections of Hypaque Sodium 
have been made in the íirst months since the compound became 
available, only about 1,200 of these have been reported publicly 
so as to be available for analysis. In the first 1123 patients re¬ 
ported to us, as is summarized in Table 4, excellent and good 
diagnostic pictures were obtained in 85.3 (/í of the cases, and fair 



Figure 11. Male, 90 yehrs - investigated for hematuria. Upper urinary tract 
normal. Terminal collecting tubes in renal papillae visualized. Film made 25 
minutes after Hypaque injection. 


Figure 12. Female, 49 years - right hydronephrosis, dilated calyces and 
ureter. Redundant ureter (upper right segment) casting heavy shadow. 




Figure 13. Male, 59 years - right renal tumor (carcinoma) upper pole. Note 
elongation and narrowing of upper infundibulum. 

Figure 14. Male, 64 years - left renal tumor. Film made 25 minutes after 
Hypaque injection. 



Figure 15. Male. Double kidneys. (Courtesy of Dr. Henry Bodner). 
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Figure 16. Woman, 17 years - evidence of impaired function on left 15 mm. 
after i.v. Hypaque. Later films at 35 and 50 minutes indícate left renal 
tuberculosis with abscess at middle calyx. 


pictures satisfactory for diagnosis in an additional 9.6% . There- 
fore, urograms suitable for clinical interpretation were secured 
in 94.9'/ of the administrations of Hypaque. In cnly 5.1% were 
pictures unacceptable for diagnosis. This is an extremely high 
level of clinical effectiveness which we believe surpasses that 
available heretofore. 

Another question which aríses is whether the use of the 
compound is associated with side effects which would make it less 

TABEE 4 

QUAL1TY OF UROGRAMS WITH HYPAQUE SODIUM 
1123 PATIENTS (COOPERATIVE STUDY) 



No. Patients 

Total 

Satisfactory for diagnosis 



Excellent 

569 (50.7%) 


Good 

389 (34.6%) 


Fair 

108 (9.6%) 

1066 (94.9%) 

Unsatisfactory for diagnosis 



Poor 

57 (5.1%) 

57 (5.1%) 


1123 (100%) 
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TABLE 5 

CLINICAL RESPONSE IN 1203 PATIENTS RECEIV1NG HYPAQiJE 
iSODIUM FOR EXCRETION UROGRAPHY 



No. of Cases 
showing symptom 
out of 1203 patients 

Percentage of 
cases showing 
symptom 

No side effects 

1087 

90.3% 

Nausea and vomiting 

57 

4.7% 

Urticaria 

7 

0.58% 

Vein cramps 

12 

1% 

Mild vasomotor reaction 
Severe vasomotor 

38 

3.15% 

reactions 

2 

0.16% 


than completely satisfactory. A total of 1203 patients have been 
reported in whom conclusions regarding the side effects can be 
tabulated.- 831 Of these, 90.3%, or 1087 out of the 1203, had no 
side effects at all. Vein cramps occurred in 1%. 

Skin reactions, as demonstrated by urticaria, were present in 
7 of the patients, or 0.58%. Presumably, this urticaria would be 
minimized in incidence or intensity by the administration of a 
suitable antihistaminic. Perhaps this is a point which will be in- 
vestigated by some urologists who has a large enough series of 
patients to obtain accurate statistics on the factor. Gastro-intes- 
tinal symptoms were relatively uncommon, there being only nausea 
with occasional vomiting in 57 of the patients out of the 1203. 
This gives an incidence of gastro-intestinal distress of only 4.7%. 

It is recognized that the most serious danger from excretion 
urographic compounds, in general, is vasomotor collapse. This has 
been experienced as marked flushing of the skin with fall of blood 
pressure coming after sensations of warmth or, in the more severe 
cases, as a fall of blood pressure to the shock level. In a few very 
rare cases with other compounds the reaction has ended fatally. 
Hypaque seems to be less afflicted with this kind of side effect 
than previously used compounds, although the incidence is suf- 
ficiently uncommon that enough clinical experience has not yet 
accumulated to permit a reliable estímate of the percentage in¬ 
cidence of such vasomotor effects. However, in the 1203 patients 
summarized here, 38 patients had mild vasomotor reactions of 
flushing and warmth which were transient and required no par¬ 
ticular therapy. This was an incidence of 3.15% Two out of the 
entire series had temporary severe vasomotor reactions with blood 
pressure falling to dangerous levels. This calculates out as an 
incidence of 0.16%. 








V t ol. 47 No. 7 


Taintkb: Radiopaqub Diaoncstic Agents 


277 


What this figure will be when 10,000 or more patients have 
been reported remains to be determined. Present indications are, 
however, that it will be a lower figure than that experienced pre- 
viously with other agents. As a matter oí fact, it seems that the 
low incidence of such reactions is quite remarkable. The dose of 
Hypaque is between 20 and 30 cc. of a 50% solution, and it is im- 
pressive evidence of its lack of toxicity that this tremendous 
weight of a foreign compound can be injected into the circulation 
within a very few minutes and still produce such a small incidence 
of untoward effects. 

In summary, it might be concluded that in Hypaque, a new 
level of diagnostic rekability has been achieved for studying kid- 
ney function and pathoíogy. The urologist has always been for¬ 
túnate in being able to make the most accurate diagnoses of any 
of the medical specialties. He works with a precisión of diagnosis 
and ins'.ght into the status of his patient, which unfortunately is 
not available to other branches of the healing arts. Therefore, 
its seems to us a contribution of considerable valué to have been 
able to develop for the urologist a diagnostic agent, which, in this 
significant way, heightens still further his precisión of diagnosis. 

The methods of study of compounds which have been discus- 
sed in this communication lend themselves also to attack on the 
other radiopaque diagnostic problems. These are attracting our 
intensive attention at this time. We hope before very long to be 
able to report to the medical public the availability of materials 
for visualizing the other diagnostic areas of the body in the same 
way as we have been able to improve the performance in the two 
areas discussed in this paper. 
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CARCINOMA OF THE STOMACH ) SEVEN-YEAR REVIEW 

JOHN F. SANABRIA, M.D.* 

A stucly oí forty-cne cases of carcinoma of the stomach treat- 
ed at the Department of Surgery of the San Juan City Hospital 
was presented in December, 1952. 1 The present review adds thirty- 
síx new cases, bringing the total to seventy-seve*n, seen between 
July 1, 1947 and October 4, 1954. (See Table I) 

table i 

NUMBER OF CASES BY YEAR 


1947 (second semester_ 2 

1948 7 

1949 5 

1950 7 

1951 10 

1952 18 

1953 16 

1954 (until October 4)_ 12 


TOTAL 77 


The number of patients treated íor this ailment at this insti- 
tution has recently increased at a greater rate than in previous 
years. Dur r.g the last three years. forty-six patients have been 
subjected to operation í'or carcinoma cí the stomach as compared 
with fourteen treated during a comparable period prior to 1950. 
This represents an increase of over 300'/. 

Sex incidence: 

Out of seventy-seven patients, there were fifty-two males and 
twenty-five females (a ratio of 2:1). 

Age incidence: (See Table II) 

The age incidence varied from twenty-two to eighty-six years 
with a preponderance in the seventh decade. Fifty-six of the 
seventy-seven patients were between forty and seventy years of 
age. 

From the Department of Surgery, University of Puerto Rico School of 
Medicine, and the San Juan City Hospital. 

* Assistant in Surgery, University of P. R., School of Medicine 
Resident in Surgery, San Juan City Hospital. 
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TABLE II 
AGE INCIDENCE 


Julio, 1955 


Ags in Years 


No. of Patients 


21 to 30 


5 


31 to 40 


4 


41 to 50 


17 


51 to 60 


13 


61 to 70 


26 


71 to 80 


10 


Over 80 


2 


TOTAL 


77 


Presenting Symptom: (See Table III) 

Epigastric distress was the most common symptom, being 
present in thirty-one patients (40%), with from one and a half 
months to eight years’ duration. Epigastric pain occurred in eigh- 
teen patients (23 r / ) and lasted frcm one month to five years be- 
íore admission. Dysphagia was complained of by seven patients 
(9%), with a duration of from one to eight months. Hematemesis 
was the presenting complaint in four patients ( 5 r / ( ). One patient 
had only one episode of bleeding, whereas in the other three re- 
current episodes of bleeding had occurred for a period of one month 
in one, and for two years in the other two cases. Right upper 
quadrant mass was noticed by four patients (5'/), its duration 
varying from three months to one year. Three patients (4 ( / ) had 
nausea and vomiting with a duration of two months, four months 
and four years respectively. The remaining ten patients had aty- 
pical presenting symptoms. 

Physical Findings: 

Clinical evidence of weight loss was present in forty-seven 
patients. An epigastric or right upper quadrant mass was palpable 
in twenty-four. Five had epigastric resistance to palpation. Rectal 
shelf was reported in four patients. Hepatomegaly was found in 
nine. Virchow’s node and jaundice were present in one patient 
each. 
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TABLE III 

PRESENTING iSYMPTOM 


SYMPTOM 


PERCENTAGE 


Epigastrio distress 40.2 

Epigastrio pain 23.3 

Dysphagia 9.1 

Hematemesis 5.2 

RUQ mass 5.2 

Nausea and vomiting 4.0 

Epigastrio and RUQ pain 1.3 

LUQ pain 1.3 

Vomiting and diarrhea 1.3 

Diarrhea and tarry stools 1.3 

Anorexia and weight loss 1.3 

LLQ pain radiating to epigastrium 1.3 

Epigastrio pain with postprandial vomiting 1.3 

Epigastrio distress with anorexia, nausea and 

vomiting 1.3 

Periumbilical pain with vomiting 1.3 

Epigastrio fullness after meáis 1.3 


TOTAL 100.0% 


Laboratory Data: 

Hemoglobin determinations showed valúes below 10 gms/ 
100 cc. in forty-two. Hemoglobin valué above 12 gms./lOO cc, with- 
out evidence of dehydration, was seen in twenty-two patients 
(28.5%). 

Gastric analysis with histamine stimulation was performed 
in thirty-three patients. Achlorhydria was present in fifteen 
(45.5%), hypochlorhydria in seven (21.2%), hyperchlorhydria in 
three (9%) and a normal response in the remaining eight (24.3%). 

Benzidine test for occult blood in gastric contents was done in 
thirty-three patients. It was found frankly positive in twenty 
(60.6G ), slight traces in one (3%) and negative in twelve (36.6%). 

Examination of the stool for the presence of occult blood was 
done in twenty patients. It was found positive in eight (40%) 
and negative in twelve (60%). 
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Roentgenographic Findings: (See Table IV) 

Lesions involving the antrum of the stomach were demons- 
trated in forty-two patients (54.57), pyloric tumors in eight 
(10.47) and lesions of the body and cardia in seven (97 ) and ten 
(137) respectively. The growth originated in the greater curva- 
ture in only two patients. 

Ten lesions involved both body and antrum. The cardia and 
lower esophagus were involved in four, the body and cardia in one, 
and the entire stomach in one. One lesión invaded the body, cardia 
and lower esophagus, causing partial obstruction. Another lesión 
was reported as a marginal ulcer. In 10.57 of the cases no films 
were available. 

Obstruction was manifested clinically and /or radiologically in 
twenty of the forty-nine lesions involving the antrum and pylorus. 
The obstruction was partial in thirteen, complete in six and in 
one obstruction of the transverse colon was produced by extrinsic 
pressure of the tumor. 


TABLE IV 



Esophagoscopy: 

Five of the cases diagnosed radiologically as carcinoma of the 
cardia were subjected to esophagoscopy. Biopsy studies were done 
in four of these and reported positive in all of them. 

Complicating Diseases: 

Secondary anemia (hemoglobin below 10 gms/lOOcc) was 
found in forty-two patients; generalized arteriesclerosis in eleven; 
arteriosclerotic heart disease in five; inguinal hernia in five; 
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benign prostatic hypertrophy in four; hookworm infestation in 
four; minimal pulmonary tuberculosis in three; senile emphysema 
in three; hydrocele in three; hypertension in two; senile cataracts 
in two and cirrhosis of the liver in two. The following diseases 
were found in one patient each: ascariasis, congestive heart failure, 
hvpertensive cardiovascular disease, syphilis, chronic bronchitis, 
bronchial asthma, severe jaundice, rectal polyp and chronic osteo- 
myelitis of the frontal bone. 

Unresected Cases: (See Table V) 

Of the seventy-seven patients with carcinoma of the stomach, 
twenty-seven had surgical exploration without resection of the 
tumor and one had needle biopsy of the liver for a total of twenty- 
eight unresected cases (31.1%). Of these, eighteen (64%) had 
a palliative procedure done. Fourteen patients had a gastro-enteros- 
tomy performed, five anterior and nine posterior. Gastrostomy 
was done on two patients, ileosigmoidostomy on one and esophago- 
jejunostomy with jejuno-jejunostomy on one. 

Exploratory laparotomy alone was done on seven patients 
(25 % ) and exploratory thoracotomy on two. 

Biopsy from either the primary lesión or from grossly metas- 
tatic foci was obtained in nineteen (68% ) of the unresected cases. 
In thirteen of these it was reported positive, whereas in four it 
was negative in spite of the metastatic spread observed at ope- 
ration. Of the thirteen specimens reported positive for cáncer, 
five were diagnosed as adenocarcinoma, four as colloid carcinoma 
and four as anaplastic carcinoma. 

table v 

CARCINOMA OF THE STOMACH 


Total cases 

Total cases explored 

Resected 

Total gastrectomy 
Subtotal gastrectomy 
Unresected 

Palliative procedure 


PATIENTS 

PERCENTAGE 

77 

100.0 

76 

98.7 

49 

63.9 

13 


36 


28 

36.1 

18 
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RESULTS IN UNRESECTED CASES 


Mortality: 

There were four deaths out of the twenty-eight unresected 
cases, with a mortality rate of 14.3%. One patient developed in- 
tractable diarrhea íollowing gastrostomy with consequent electro- 
lyte imbalance and died on the sixth post-operative day with 
bronchopneumonia and lung abscess. One died with acute general- 
ízed peritonitis following paracentesis done íor the relief of as- 
cites on the sixth post-operative day. Another patient developed 
a fístula at the site of the anastomosis and died on the twenty- 
ninth day after an esophagojejunostomy. 

Complications: 

Of the remaining twenty-four patients who survived laparo- 
tomy, one had a wound dehiscence with recovery; two developed 
ascites requiring repeated paracentesis; another had left pleural 
effusion and one developed acute glomerulonephritis, broncho¬ 
pneumonia and partial dehiscence that healed. 

Follow Up of Unresected Cases; 

No information about the time or cause of death could be ob- 
tained in five patients and one could not be followed. Of this group 
there are only two patients alive, three and four months post- 
operatively, both bed-ridden and in terminal condition. The re- 
mainder patients died as follows: Three died two weeks post- 
operatively, two after one month, one after two months, three 
after three months and one after five, seven, nine and eleven 
months respectively. Of the three patients that lived over one 
year, two died fifteen and one eighteen months after operation. 

RESECTED CASES 

Gastrectomy was performed on forty-nine patients (63.9%), 
thirteen of which had a total removal of the organ and thirty-six 
a subtotal resection. The total gastrectomies included omentec- 
tomy, splenectomy and excisión of regional lymph nodes. The sub¬ 
total resections were done with omentectomy in seventeen patients 
and with splenectomy in eight. 

Distal esophagectomy was performed in six patients, partial 
pancreatectomy in four, partial hepatectomy in two and partial 
excisión of the transverse colon in two. 

The surgeon reported lymphatic metástasis in forty-two 
patients. This figure ineludes the thirteen patients subjected to 
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total gastrectomy. There was no evidence of lymphatic metástasis 
in seven cases. However, there were sixteen specimens reported 
by the pathologist as free of lymph node involvement, so that in 
the other nine cases inflammatory lymphadenopathy was inter- 
preted at operation as lymphatic spread of the neoplasm. 

Histcpathologically the lesions were classified as follows: 
thirty-eight adenocarcinomas, five anaplastic carcinomas, four col- 
loid carcinomas, two schirrous carcinomas and one adenocarcinoma 
of the signet ring cell type. 

RESULTS IN RESECTED CASES 

Mortality: (See Table VI) 

Of forty-nine gastric resections there were seven deaths, with 
a mortality of 14.3%. 

TABLE vi 

DEATHS AFTER RESECTION 


ÑAME 

MAJOR COMPLICATION 

DAYS POST-OP, 

- NNT 

Pulmonary atelectasis 

0 

- AMS 

Leakage from duodenal stump 

13 

- MNA 

Leakage from duodenal stump 

22 

- PMH 

Leakage from anastomosis 

27 

- RVG 

Peripheral vascular collapse 

12 

- FCG 

Unknown 

1 

- JRS 

Saddle embolus 

6 


Post-Operative Complications: 

Fourteen patients developed complications post-operatively 
while twenty-eight had an uneventful course. The complications 
were as follows: bronchopneumonia, pleurisy, thrombophlebitis, 
electrolyte imbalance, post-operative shock, urinary retention 
secondary to benign prostatic hypertrophy, laryngeal edema, hema¬ 
toma of the wound, subdiaphragmatic abscess and complete ob- 
struction at the site of anastomosis with paralytic ileus. 

Follow Up of Resected Cases: (See Table VII) 

The longest survival is that of M.O.A. (#98011) who had a 
subtotal gastrectomy in 1946 for a gastric tumor with regional 
metástasis. The procedure was palliative. She was well until 1952 






TABLE VII 




FOLLOW UP OF 

RESECTED 

CASES 





Lymphatic 


No. 

Ñame 

Hosp. No. 

Year 

Metástasis 

Duration 

1— 

MOA 

98011 

1946 

Present 

7 years 

2— 

AMS 

19365 

1947 

Present 

13 days 

3— 

CT 

32123 

1948 

None 

13 montlis 

/— 

SG 

32812 

1948 

Present 

15 months 

5— 

JSB 

31652 

1948 

None 

5 years 

6— 

EL 

33562 

1948 

None 

6 years (living) 

7— 

IS-VS 

29963 

1948 

None 

6 years (living) 

8— 

FR 

52054 

1949 

None 

14 months 

0_ 

FMA 

49120 

1949 

None 

4 years. 

10— 

FN 

64174 

1950 

None 

2 years 

11— 

VLR 

38654 

1950 

Present 

4 years (living) 

12— 

AMN 

60359 

1950 

None 

5 months 

13— 

NNT 

78724 

1951 

None 

Died at operation 

14— 

MRP 

78385 

1951 

Present 

3 years (livirg) 

10— 

JDA 

76842 

1951 

Present 

Not seen since Op. 

ie— 

JPH 

85522 

1951 

Present 

2 years 

17— 

ZT 

79913 

1952 

Present 

6 months 

18— 

JFM 

96103 

1952 

Present 

11 months 

1C— 

JDP 

98270 

1952 

Present 

1 year 

20— 

MC 

99777 

1952 

Present 

15 months 

21— 

JOS 

21812 

1952 

None 

2 years (living) 

22— 

RF 

65622 

1952 

Present 

2!4 yrs. (living) 

_ 

MOA 

98011 

1952 

Present 

(See No. 1 above) 

24— 

JRS 

102911 

1952 

Present 

6 days 

2 r,_ 

TRO 

104188 

1952 

Present 

10 months 

26— 

ANA 

9G128 

1952 

None 

14 months (iiv:'ns) 

27— 

JH 

13129 

1952 

Present 

2 years (living) 

28— 

RVG 

S6311 

1953 

Present 

12 days 

29— 

FCG 

106283 

1953 

None 

1 day 

30— 

JRP 

65606 

1953 

Present 

5 months 

31— 

PCI 

5317483 

1953 

Present 

1 month 

32— 

OSL 

5318403 

1953 

Present 

8 months 

33— 

ADF 

534671 

1953 

Present 

20 months (living) 

34— 

JTG 

539509 

1953 

Present 

7 months 

35— 

JRR 

536574 

1953 

Present 

13 months 

36— 

PCT 

538825 

1953 

Present 

3 months 

37— 

RFC 

5312124 

1953 

Present 

15 months (living) 

38— 

FSF 

13765 

1953 

Present 

5 months. 

90_ 

EDL 

536474 

1953 

Present 

19 months (living) 

40— 

URC 

106835 

1953 

None 

9 months 

41— 

JSC 

53284 

1953 

Present 

22 months (living) 

42— 

AAF 

532502 

1953 

Present 

8 months 

43— 

MNA 

54611 

1954 

Present 

22 days 

44— 

JRD 

5315994 

1954 

Present 

10 months (living) 

45— 

JMR 

5315136 

1954 

None 

9 months. (living) 

46— 

FBR 

108659 

1954 

Present 

Not seen since Op. 

47— 

NRS 

545714 

1954 

Present 

3 months 

48— 

MPA 

547333 

1954 

Present 

2 months (living) 

49— 

MB 

547308 

1954 

None 

5 months (living) 

50— 

PMH 

24787 

1954 

None 

27 days 
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when recurrence of the tumor was found at the site of anastomosis 
with infiltration of the páncreas. She was re-operated upon on 
April, 1952, having a resection of the tumor and remaining stom¬ 
ach with omentectomy, splenectomy and partial pancreatectomy. 
The patient died seven years after the original operation. 

Of the five patients resected in 1948 there are two living and 
well (six years) and one lost to follow-up after the fifth year. 
Of the two resected in 1949 one was followed for four years and 
has not been located since then. Of the three patients resected in 
1950 one is living and well (four years) and one could not be 
followed after two years. Of four patients resected in 1951 only 
one is living (three years). Of eleven patients operated upon in 
1952 there are four living. Of fifteen patients resected in 1953 
there are four living. Of eight patients resected in 1954 (until 
October 4) there are four living. 

CONCLUSIONiS 

The operability rate of patients seen in our Surgical Depart¬ 
ment has been 98.70, resectability rate 63.90 and operability for 
palliation 640- Of the resected cases 26.5% had total and 73.50 
subtotal gastrectomy. The mortality rate of resected and unre- 
sected cases has been 14.30 for each group, with the same per- 
centage for over-all mortality. Those patients that could not be 
followed are considered as dead from cáncer. 

Our final results are as follows: Nine patients were operated 
upon five years or more (before 1950). Of these, four lived over 
five years, with 44.40 of five-year survival in determínate cases. 
Of the remaining patients nineteen lived more than one year, eight 
patients more than two years, three more than three years and 
two over four years. 
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RETROLENTAL FIBROPLASIA 
(Retinopathy of Prematurity) 

SOME CASES IN PUERTO RICO 
/ 

GUILLERMO PICO , M.D. 

In 1942 a new eye disease was first described by Terry 1 in 
premature infants. He found an opaque fibrous tissue membrane 
behind the lens and for this reason gave the ñame of retrolental 
fibroplasia to the condition. Terry established the relation of this 
disease to premature infants. 

INCIDENCE 

Since that first report the incidence of the condition has been 
rapidly increasing. In a recent paper presented by Dr. Franklin 
M. Foote, 2 Executive Director of the National Society for the Pre- 
vention of Blindness, it was reported that 5,000 children in the 
United States are blind as the result of this terrible disease. It is 
now the most frequent cause of blindness in infants. Reports of 
this disease have come from the United States, European countries 
and Australia. It occurs almost exclusively in premature infants 
weighing less than 4 pounds but Reese :i has found that about 2% 
of cases occur in infants with normal birth weight. The incidence 
is inversely proportional with the birth weight. Some hospitals 
have reported an incidence as high as 80% and others of only about 
10% in those premature infants. It is usually bilateral but may be 
unilateral. There is no difference in sex incidence. 

CLINICAL PICTURE 

Immediately after birth the eyes are as normal as in other 
premature infants who do not develop the condition. We must re- 
member that the eyes of premature infants show several dif- 
ferences when compared to the eyes of adults. Tyner 4 has listed 
these differences as follows: 

1. Haziness of the ocular media. 

2. Pallor of the optic disc. 

3. Enlarged retinal veins. 

4. Gray color of the peripheral retina. 

Szewczyk 5 believes that the last two findings are definitely patho- 
logical. 


* From the Section of Ophthalmology, School of Medicine, University of Puer¬ 
to Rico. Presented at the annual Meeting of the Section of Pediatrics, 
Puerto Rico Medid Association, February 5, 1955. 
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Patz (i has described the presence of a preliminary stage of 
marked constriction of the retinal vessels in some premature in- 
fants who later developed the classical picture of retrolental fibro¬ 
plasia. 

The process of development of retrolental fibroplasia has been 
divided into two phases: 

1. The active phase. 

2. The cicatricial phase. 

A committee for the study of retrolental fibroplasia was ap- 
pointed recently by the National Society for the Prevention of 
Blindness. A subcommittee presided by Dr. Algernon B. Reese sub- 
mitted a classification of different stages and grades of the disease 
under the active and cicatricial phases and it has been generally 
accepted by all workers in this field. It is very important that all 
ophthalmologists and pediatricians be familiar with this classifica¬ 
tion so as to obtain uniformity in the description of reported cases. 
This will help in the accurate evaluation of the course of the di¬ 
sease in different places and of the effect of different factors. 
This classification 7 is as follows: 

Stages of Retrolental Fibroplasia in the Active Phase 

1. Dilatation and tortuosity of retinal vessels. 

Hemorrhages may or may not be present. 

Early neovascularization especially in the extreme peri- 
phery of the visible fundus, may be present. 

2. Stage 1 plus neovascularization and some peripheral re¬ 

tinal clouding. 

Hemorrhages are usually present. 

Vitreous clouding may or may not be present. 

Spontaneous regression may occur. 

3. Stage 2 plus retinal detachment in the periphery of the 

fundus. 

Spontaneous regression unlikely. 

4. Hemispheric or circumferential retinal detachment. 

Elevation of the retina over a large area, but still with 

some retina in position. 

5. Complete retinal detachment. 

Grades of Retrolental Fibroplasia in Cicatricial Phase. 

1. Small mass of opaque tissue in periphery of the fundus 

without visible retinal detachment. 
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The íundus may have a palé appearance. 

The blood vessels may be atenuated. 

2. Larger mass of opaque tissue in periphery of the fundus 
with some localized retinal detachment. 

The disc is distorted by traction toward the side of the 
tissue, which is usually temporally. 

Cases ending in Grade I or II have useful visión. 

3. Larger mass of opaque tissue in periphery incorporating 
a retinal fold which extends to the disc. 


Visual acuity varíes from 5/200 to 20/50. 

4. Retrolental tissue covering part of pupillary area. 

Small area of attached retina may still be visible or only 
a red reflex over a sector of the fundus may be seen. 


5. Retrolental tissue covering entire pupillary area. 
No fundus reflex present. 


The early changes in the retina are first noticed clinically 
about the end of the third week and consist of dilatation and tor- 
tuosity of the retinal vessels. 


After the dilatation of the blood vessels, edema in the form 
of grayish discoloration and brush-like new blood vessels and 
hemorrhages appear in the periphery. Spontaneous regression may 
occur in this second stage. In the third stage there is retinal de¬ 
tachment in the periphery of the fundus which later progresses 
in the 4th. and 5th. stages to complete retinal detachment. In 
these last three stages, vascular buds arise from the retina and 
extend to the vitreous. This angioblastic process was shown in 
pathological reports by Reese and Blodi 3 and others. s 


After the active phase comes the healing which leaves per- 
manent damage. The active phase of the disease subsides at about 
three months of age and is followed by the cicatricial phase. The 
appearance of the cicatricial phase is divided in five different 
grades. These may vary, from the first grade in which a small 
mass of opaque tissue in the periphery of the fundus is seen to- 
gether with a palé fundus and contracted blood vessels, to the 
advanced grades in which there is more opaque tissue in the retina 
and vitreous. In Grade V, the retrolental tissue covers the entire 
pupillary area. 


In many cases the disease is first noticed by the parents 
when they see the opaque mass of detached retina and vascularized 
fibrous tissue behind the lens. 
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DIAGNOSIS 

All premature infants should be kept under the observation 
of an ophthalmologist. He should do careful and regular ophthal- 
moscopic examinations, at least once weekly. The pupils should 
be widely dilated with a mydriatic, such as 10% Neosynephrine 
solution, to make possible a thorough examination of the eye- 
grounds. The examinations should start when the child is two 
weeks oíd and may be stopped at the age of three months if by that 
time there is no evidence of retrolentai fibroplasia. Reese 3 states 
that retrolentai fibroplasia has never been known to develop in an 
infant older than three months. The diagnosis is simple when the 
infants has thus been kept under observation. However, if the in¬ 
fant is first seen in the advanced stages when there is a mass in 
the vitreous, we must then take into consideration other possible 
conditions. 


DIFFERENTIAL DIAGNOSIS 

1. Retinoblastoma. 

It may be very difficult to elimínate the possibility of a reti¬ 
noblastoma when the infant is first seen when several months 
oíd, and has as main finding a mass behind the lens. The history 
of being a premature infant is of great help in favor of retrolentai 
fibroplasia. Calcium deposits can be demonstrated by X-ray ex¬ 
amination in a large percentage of cases of retinoblastoma. Reese 9 
states that dentate processes in the periphery of the opaque re¬ 
trolentai mass are characteristic of retrolentai fibroplasia and are 
not seen in cases of retinoblastoma. 

2. Persistent Hyperplastic Primary Vitreous 

(Túnica Vasculosa Lentis) 

This condition resembles the appearance of the advanced 
stages of retrolentai fibroplasia but it occurs unilaterally and in 
full-term infants. 

3. Pseudo-glioma. (Metastatic Retinitis or Purulent 
Endophthalmitis) 

Following an infectious disease in childhood an infected em- 
bolus may reach the eye and produce a purulent endophthalmitis 
with an abscess in the vitreous. Later on fibrosis and detachment 
of the retina may occur. 

The history of a previous febrile disease accompanied by acute 
inflammation of the eyeball will give the diagnosis in these cases. 
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ETIOLOGY 

During the last decade numerous studies have been done to 
determine the cause of retrolental fibroplasia. Among the etiologic 
possibilities that have been eliminated are infection, dietary defi- 
ciencies, estrogen deficiencies, Vitamin E deficiency, blood trans- 
íusions, effect of light and adrenal-cortical hormone deficiency. 

In the last few years it has been demonstrated that the cause 
of retrolental fibroplasia is the excessive use of oxygen in the care 
of the premature infant. It is surprising that this was not consider- 
ed before when we remember that the increasing incidence of this 
disease, in the last 10 or 15 years, has corresponded to the use 
of better incubators in which the infant receives prolonged oxygen 
therapy at high concentrations. 

Szewczyk 10 and also Ryan 11 were among the first to cali the 
attention to the possibility of the role of oxygen in the develop- 
ment of retrolental fibroplasia. Szewczyk reported that the early 
changes of retrolental fibroplasia could be reversed by treatment 
with high concentration of oxygen of 65 to 70% and that the 
changes would reappear by removing the infants from the oxygen 
incubators. Ryan, on the contrary, thought that the disease was 
due to the administration of an excess of oxygen. Campbell 12 in 
Australia and Crosse and Evans 12 in England showed that it oc- 
curs in cases receiving excessive oxygen. Crosse and Evans re¬ 
ported that when oxygen was restricted the disease did not occur 
in 65 infants examined. 

Patz and co-workers 6 * 8 have done and excellent work, both 
experimentally with rats, mice, kittens and puppies and with 
clinical patients, to demónstrate the effect of an excess of 
oxygen in the immature retina. They have obtained in the 
animáis the typical changes of retrolental fibroplasia by ex- 
posing them to 60 to 80% oxygen concentrations. They have cor- 
related these findings with controlled studies in clinical patients. 
On an altérnate admission basis, the premature infants were placed 
into either a high oxygen group or a low oxygen group. 
The infants in the first group received 60 to 70 '/, constant oxygen 
concentrations while those in the second group received oxygen 
concentrations under 400 and only for specific clinical indications. 
Twelve out of 60 infants in the high oxygen group (20%) develop- 
ed advanced retrolental fibroplasia while only one out of 60 pa¬ 
tients in the low oxygen group developed the advanced disease. 
No significant difference in mortality rate was noted between the 
infants in the high and in the low oxygen groups. It was observed 
during the study that 21 cases of active disease (Active stages 1 
and 2) regressed to normal in the high oxygen groups and 9 cases 
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of active disease regressed to normal in the low oxygen group. 
From these findings we may see that nearly 60% of the infants 
in the high oxygen developed some stage of retrolental fibroplasia 
although many of those had spontaneous regression to normal. In 
low oxygen only about 15 r / ( of the infants developed some stage 
cf retrolental fibroplasia but all except one had spontaneous re¬ 
gression to normal. Similar work with similar results was also 
published recently by Lanman and his co-workers. u Both Patz and 
Lanman have indicated that the therapeutic use of oxygen for the 
treatment of early retrolental fibroplasia, as suggested by Szewc- 
zyk, should not be used. They remind us of the high spontaneous 
regression rate in retrolental fibroplasia and that this regression 
has been detected in some cases that were still in incubators with 
high oxygen. The disease has also been seen to appear while the 
infants are still in the incubator. This are very strong arguments 
against Szewczyk’s theory that retrolental fibroplasia was pro- 
duced by too rapid withdrawal of the infant from the oxygen. 

PATHOGENESIS OF RETROLENTAL FIBROPLASIA 

Patz 8 has describecl the condition of the retinal vasculature 
and its relation to oxygen as follows: 

1. In premature infants, the peripheral retinal vasculariza- 
tion is not completely developed. 

2. Oxygen saturation of arterial blood in fetus is approxi- 
mately 50%. After birth is 90%. 

3. The principal stimulus for growth of immature retinal 
vasculature is a relative oxygen want - hypoxia - in the retinal 
periphery. 

4. The final maturation of the vasculature of the retina of 
premature infants occurs at arterial oxygen concentration of 90% 
where in normal gestation the fetus would have continued to de- 
velop in útero at considerably lower oxygen tensión. This increase 
of oxygen in the arterial blood of the prematurely born infant may 
bring changes of retrolental fibroplasia even without the use of 
incubator oxygen. 

Patz 8 describes the effects of oxygen on the retina with an 
immature vasculature into two phases: 

Oxygen- > elevates chorcidal oxygen tensión- > in- 

creasecl diffusion across the retina eliminates normal anoxic 

growth stimulus- > retinal vessel growth suppressed and the 

become attenuated or obliterated (Vasoconstrictive phase)- > 

when growth is finally activated the normal channels of vascular- 
ization probably no longer exist and blood vessels then erupt into 
vitreous and vasodilation and other changes occur. (Proliferative 
phase). 
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TREATMENT AND PREVENTION 

Retrolental fibroplasia is a disease which may have sponta- 
neous regression but apparently there is no specific treatment 
that may change the course of the disease. Preventive measures 
consist in the use of oxygen in very limited concentrations, less 
than 40%, for short periods, and only for the treatment of cya- 
nosis. Patz s and also Lanman 14 found that in their sepárate similar 
controlled studies the mortality rate in the premature infants was 
not influenced by the amount of oxygen that was used. They in- 
sist that the pediatricians should avoid the abuse of oxygen. It 
is very important that an oxygen analyzer be used to measure 
accurately the oxygen concentration in the incubators. 

RETROLENTAL FIBROPLASIA IN PUERTO RICO 

I am sure that you are interested to know if retrolental fibro¬ 
plasia occurs in Puerto Rico. I have seen two cases which showed 
in the eyegrounds typical cicatricial bands of fibrous tissue as are 
seen in stage 3 of the cicatricial phase of retrolental fibroplasia. 
One of these children was a premature child which was born at 
the mother’s home and did not receive any oxygen in the neonatal 
period. He was 10 years oíd when I first saw him. The cicatrical 
band started in an area of scar tissue that involved the región 
between the disc and the macula and it extended anteriorly into 
the vitreous towards the ora serrata. 

The other child had a similar pathology but he was born at 
term and apparently with normal weight. This child also did not 
receive any oxygen therapy after birth. 

The number of cases reported in the literature of the develop- 
ment of retrolental fibroplasia in an infant that has not received 
supplementary oxygen are very small. Some authors 4415 have sug- 
gested that there might be other etiological factors aside from 
oxygen which may also affect the retina and produce the changes 
of retrolental fibroplasia. The sudden increase of oxygen from 
50% in the arterial blood in the fetus to 90% at birth may be the 
cause of retrolental fibroplasia in premature or full-term infants 
who have not received incubator oxygen, according to the hypo- 
thesis of Patz. s 

I have seen another infant, 8 months oíd, who showed even 
more typxal findings of retrolental fibroplasia. We were unable 
to obtain a complete and accurate history from the relatives aside 
from the fact that the child was born prematurely, at the parents 
home, and did not receive any oxygen after birth. The right eye 
showed almost total retinal detachment and new blood vessels were 
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seen in the detached retina. From the periphery of the retina 
bands of fibrous tissue extended anteriorly through the vitreous 
toward the lens. The left eye showed retinal detachment in the 
periphery below, and in that area were seen numerous hemor- 
rhages and newly formed blood vessels. The retinal veins were 
very dilated and tortuous as they approached the area of retinal 
detachment. The rest of the fundus had patches of retinal edema 
and scars. This child was apparently blind and the pupils were 
dilated and did not react to light. 

I have not heard of other cases reported in Puerto Rico and as 
far as I have been able to find there are no other cases reported 
in the literature from other Latín American countries. Apparently 
the Pediatricians in Puerto Rico have been conservative in the 
use of oxygen in the premature infants and the available incu- 
bators have not been of the ideal types. This must be the expla¬ 
naron for the almost total absence of retrolental fibroplasia here 
and we have been very lucky. 
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TRAUMATIC PARAPLEGIA 


DANA M. STREET, M.D. 

When we now see paraplegia patients who, though confined 
to wheelchairs, are apparently in good physieal health and active- 
ly engaged in an occupation, many of us will recall patients from 
the pre-World War II era who were not nearly so fortúnate. These 
nightmare cases gradually developed decubitus ulcers covering a 
large portion of the body. Considered hopeless, they became dope 
addicts. They developed bladder and kidney stones, urinary tract 
infections, wasted away to a mere skeleton, and when death carne 
after one or two years, it was welcomed by patient, doctor, fam- 
ily, and all concerned. 

We saw a considerable change during World War II when 
over 80 per cent of the spinal cord injuries survived the initial 
stages of their illness and were collected in large Army centers. 
Here, they were treated by representatives of a number of special- 
ties who, through cióse collaboration, brought about considerable 
improvement in their treatment. Such treatment is a little more 
difficult for the individual traumatologist who has the total care 
of such a patient. However, he can do considerable provided he is 
cognizant of the possibilities. 

In reviewing these problems, we will take them up accord- 
ing to the specialties in which they seem to occur. 

First of all, on admission the patient confronts us with a le¬ 
sión involving the vertebral column and spinal cord. It is well 
for the orthopedist and neurosurgeon to collaborate on evaluat- 
ing this situation; however, the nerve injury takes precedence and 
in many places the neurosurgeon is in charge of the immediate 
treatment. The problem then is whether to do an immediate la- 
minectomy on this very sick patient who can’t stand much addi- 
tional trauma or to delay the procedure until one week allowing 
edema to subside. Most feel that an immediate laminectomy with- 
in the first 12 hours is indicated if there is complete loss of func- 
tion, spinal fluid block, or x-ray evidence of laminal fracture pro- 
viding the patient’s condition and operative facilities permit. 
Otherwise, the procedure is postponed until one week. However, 
late laminectomy after two weeks is of little valué. Whether or 
not a laminectomy is decided upon, the patient is placed in skelet- 
al traction employing Crutchfield tongs or the equivalent in all 
except the mildest cervical lesions. Head-halter traction has lit¬ 
tle place in such treatment since insufficient weight can be ap- 

* From tlie Orthopedic Section, Veterans Administration Medical Teaching 
Group Hospital, Memphis 15, Tennessee. 
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plied without the development of ulcers. Spine fusión is contrain- 
dicated at the time of immediate laminectomy for several reasons. 
First, it is unwise to prolong the operation on a patient in ini- 
tial shock when it can be performed safely later. Secondly, a vas¬ 
cular bed formed by interrupting many bony capillaries must be 
prepared for an adequate fusión, leading to the formation of a 
hematoma which further threatens the acutely traumatized cord. 
Thirdly, it is difficult to determine at this stage whether a fu¬ 
sión will be necessary or not. This procedure can be combined 
with laminectomy in the occasional case in which a late laminec¬ 
tomy is thought to be of valué such as the partial lesión in which 
there has been some loss of function through bony impingement, 
scar tissue constriction, or in some cauda equina lesions where the 
response is more like that of the peripheral nerve injury. 

A serious complication which must be combated right from 
the start are decubitus ulcers, falling in the sphere of the plástic 
surgeon. It would seem unnecessary to mention that a patient 
must be turned to avoid pressure over bony prominences, but it 
is surprising how many patients one sees who have been allowed 
to lie fíat on their backs for two to three weeks while supposedly 
treated for their skeletal lesions. Decubitus ulcers are easier pre- 
vented than cured, and it is our practice to place the patient on a 
Stryker frame or Fos.ter bed immediately on admissión. The patient 
is them turned every two hours in the day and four hours at night. 
Care must also be taken that the skin is kept. clean and dry with 
prompt attention to urinary spillage and fecal contamination. In- 
adequate tretment leads to ulcer formation over the bony pro¬ 
minences of the heels, knees, trochanters, ischial tuberosities, ilium 
or sacrum. 

Protective dressings, padding the bony prominences have 
proved helpful in their prevention, particularly in the emaciatecl 
individual. Application of these and ulcer dressings is facilitated 
by the use of an electric hoist so that the patient need not be lift- 
ed with every turn of the bandage. Abdominal pads and bias-cut 
stockinet have proved useful for this purpose. 

Superficial ulcers may heal spontaneously with proper care 
as the patient’s condition improves. In general, ulcers over 3 cm. 
in depth or 5 cm. in diameter must be closed surgically, as recom- 
mended by Freeman 4 . In so doing, the lining of the cavity which 
often undermines the margin for a considerable distance is care- 
fully excised. The underlying bony prominence is resected and the 
defect closed by advancing or rotating flaps from areas subject 
to less pressure. In resecting the greater trochanter, it is well 
not to remove more than half the distance to the lesser trochanter 
or fracture may result. Large ulcers in the posterior trochanteric 
regions may require a fémur shortening to obtain enough soft 
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tissue for closure. If the hip joint is extensively infected through 
continuity with the trochanteric ulcer, a resection of the joints 
may be attempted with some hope of success. After two such at- 
tempts, however, amputation by hip disarticulation may be neces- 
sary. 

In performing a hip disarticulation, it may be necessary to 
vary the usual routine depending on the size and location of the 
ulcers. If the trochanteric ulcer is not too large or is anteriorly 
placed and if an ulcer is also present over the anterior superior 
spine, the usual large posterior flap is quite satisfactory. How¬ 
ever, if the trochanteric ulcer lies more posteriorly and particu- 
larly if in connection with an ischial ulcer, the posterior flap can- 
not be obtained and an anteromedial flap is utilized. In some pa- 
tients, neither flap is obtainable and it is necessary to do a two- 
incision amputation. This is first accomplished at a lower level 
through the upper thigh región and the stump filleted, saving 
the circulation from the lateral and medial circumflex vessels. 
The ulcer defect is then closed as a sepárate incisión. 

Another problem which may lead to amputation and which 
taxes the ingenuity of the orthopedist is that of myositis ossifi- 
cans or the excessive bone formation which occurs in the región 
of joints, particularly around the hip and less frequently at the 
knee. This may effectively bridge the joint like an extra-articular 
arthrodesis. Resection alone is seldom sufficient due to a prompt 
recurrence of the bone formation. A pseudo-arthrosis procedure, 
such as a Jones pseudo-arthrosis, will often give satisfactory re- 
sults; however, even this may again beeome solid. Results have 
proved unsatisfactory even after excising a 2-inch segment of the 
fémur, carefully closing muscle between the bone ends with ap- 
proximated fascial surfaces, and amputation has eventually been 
necessary. There have been many proposed theories regarding the 
cause for this bone formation, but it has still remained an un- 
solved mystery. It is more common in the colored race who on the 
other hand are rarely bothered by kidney stones. 

The role of the urologist in the treatment of paraplegia is a 
very important one since care of the genito-urinary tract to avoid 
complications must begin immediately on admission. Even with 
the aid of our present-day antibiotics, urinary tract infection is 
still a common cause of death in these patients. During the early 
atonic stage, some form of bladder drainage is necessary and du¬ 
ring World War II it became almost routine to perform a supra- 
pubic cystostomy. This is now considered by most to be unneces- 
sary even for the quadriplegics who cannot aid the emptying of 
the bladder by manual pressure. A catheter should be inserted 
immediately on admission. The Foley type is of considerable help 
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and a No. 14 has been found to be a satisfactory size. This should 
be changed every two days to prevent infection. Tidal drainage 
is considered preferable to íree drainage since it more nearly ap- 
proximates the normal bladder function. This, as designed by Dr. 
Monroe, provides for altérnate filling and emptying of the blad¬ 
der and may be used to follow the progress of the bladder by cys- 
tometrogram determinations. At about íour to six weeks follow- 
ing injury, many patients develop an automatic bladder and blad¬ 
der training becomes quite important. The normal balance of the 
forces of emptying and retention is disturbed in these patients 
and may result eit.her in a small contracted bladder or a distended 
bladder with marked residual uriñe. The contracted bladders may 
citen be helped by selective sacral rhizotomy, pudendal neurecto- 
rny, or other means of completing the denervation of the bladder. 
Bladders which fail to empty are often helped by removing ob- 
struction in the región of the vesical neck. 

The catheter which was begun on admission is removed as 
soon as possible since it is in itself a foreign body tending toward 
infection. When functioning automatically, the catheter is re¬ 
moved and the bladder checked for residual uriñe. If it does not 
exceed 60 c.c., the patient can generally do without the catheter. 
It is then necessary to provide some means for collecting the 
uriñe. A clamp placed on the penis and removed at regular inter¬ 
vals has been found to be satisfactory by some; however, the 
pressure must be carefully adjusted to avoid ulcer formation. 
Somewhat more satisfactory is to tape a rubber condom to the 
penis connected by a tube to the jar or leg urinal. 

The chief complications which may result in the course of the 
patient’s care are urinary tract infection, stone formation, epidi- 
dymitis, and urethral fístula. Ascending infection is avoided by 
proper draimge of the kidney and relief of residual and ureteral 
reflux. Drainage is improved when the patient can be gotten up 
early in a wheeichair or ambulating with crutches which also help 
to stabilize the calcium in the bones, cutting down on stone forma¬ 
tion. In treating infection with antibiotics, it is well to be care- 
ful to avoid diarrhea as sometimes occurs with aureomycin and 
achromycin. Gantrisin and furadantin have been found to be very 
useful for the gram-negative organism. Large renal calculi and 
free stones blocking the ureter are removed surgically. Bladder 
stones are removed by lithotripsy. Urethral fístula and epididy- 
mitis are rare when a catheter of the proper size is used, changed 
frequently, and removed as soon as the patient can do without 
it. 

As soon as the patient’s condition will permit, it is desirable 
to get him upright to drain the kidneys, stabilize calcium in bones, 
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and aid him in rehabilitation. It is often difficult to go immediate- 
ly from a recumbent to an upright position without the patient’s 
blacking out due to pooling of blood in the large abdominal ves- 
seis. An abdominal support is of help. It is also possible to get 
the patient up gradually using an electric hoist connected to one 
end of the Foster bed or by tilting the patient on an operating 
room table. Still another method which has been tried is to place 
brackets on the end of a Stryker frame and stand the patient up 
sandwich between the two halves of the frame, thereby supporting 
both the abdomen and the spine. Most patients who have escaped 
complications can be gotten up in the wheelchair at about six 
weeks following injury. At this early date, some form of spine sup¬ 
port is generally necessary to support their bony lesions. The 
usual leather and metal braces which are easily adjusted have been 
found quite satisfactory for this purpose using a Knight type for 
lumbar lesions, Taylor brace for the lower dorsal región, and long 
cervical for the upper dorsal and cervical spine. After six more 
weeks, it is usual for there to be sufficient bony healing for the 
patient to go without a brace. If the site of injury is still uns- 
table, a spine fusión may be indicated. Occasionally, a patient 
with an unstable cervical lesión may require bracing for a longer 
period of time when a Plexiglás brace may be advantageous since 
it can be worn more easily under ordinary clothing and is less 
conspicuous. 

During World War II, we considered it necessary to brace 
the entire paralyzed portion of the spine and lower extremities. 
A spine brace was therefore coupled to long-leg braces at the hip 
which proved to be a cumbersome outfit difficult for the patient 
to put on and if it fitted when the patient was in the standing 
position, it would seldom fit while sitting. We then shifted to a 
sepárate brace for the spine and lower extremities while in some 
clinics the spine brace was whittled down to a pelvic band or pelvic 
butterflies, and now even have been largely discarded. For the leg 
braces, we at first used fíat steel or aluminum uprights with ring 
locks at the knee. These were not satisfactory for two reasons. 
They required a lock on both uprights or too much play developed 
at the knee joint. This meant the use of both hands to unlock 
each brace. Secondly, it was necessary to reach down to knee level 
which required flexing at the hips. Cam locks with bail release 
while mechanically better were also difficult to reach and may 
release unexpectedly if the patient backs into some object or 
bumps the legs together. Laced leather cuffe above and below Ihe 
knee were first employed, but have been found to be unnecessary 
and time-consuming to apply and remove. The most satisfactory 
brace that we have used to date consists of two posterior bands 
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above and below the knee with one strap at the top and a knee- 
cap in front of the patella. The pin type of knee lock activated 
by a lever partway up the thigh is convenient to opérate and suf- 
ficiently rigid that one lock is adequate. Most patients require a 
foot-drop support. The Pope type ankle joint with built-in springs 
adjusted by a set screw is adequate for all except the most severe 
spasm when a fixed ankle joint must be considered. Coil spring 
foot-drop braces have proved convenient for the patient while in 
a wheelchair; however, have been subject to considerable break- 
age. 

To fuse or not to fuse, that is one question confronting the 
orthopedic surgeon. Fusión is performed for three primary rea- 
sons. First, in a partial cord lesión with returning function to 
prevent loss of function through increased bony displacement or 
angulation. If a laminectomy has been performed, this is a mat- 
ter of less concern. Secondly, we may fuse to relieve pain from 
pressure on nerve roots through arthritic changes, etc., more com- 
monly seen in the cervical región where there is greater range 
of motion. Thirdly, fusión may be performed to prevent increase 
of deformity when patient changes from recumbent to upright 
position in which case it may allow the patient to become brace- 
free. Extensive displacement with stripping of soft and fragment¬ 
aron may also fuse spontaneously. In general, a dislocation with- 
out fragmentation may prove to be unstable; however, there are 
exceptions to this rule. While cervical fusión is easier when lami¬ 
nectomy has not been performed, it can still be accomplished quite 
satisfactorily even after laminectomy by the use of bilateral grafts, 
or equally good, a prop or H-graft held by figure-of-8 wire suture. 
Contrary to the experience in the lumbar spine, bank bone has 
proved quite satisfactory in the cervical región, possibly due to 
a richer blood supply cr less mechanical strain. 

While medical and surgical treatment is in progress, patients 
are also treated with the aim of rehabilitating to the fullest ex- 
tent of their capacity. This is easier to accomplish in a large me¬ 
dical center where specially trained personnel can carry the pa¬ 
tient up through a graded program as much as he is able to mast- 
er under the direction of the physiatrist. However, much can still 
be done in the small clinic or even at home. The speed and extent 
of the patient’s adjustments depend upon his physical condition, 
determination, intelligence, and the level of the lesión. The more 
mature individual who has already engaged in an occupation will 
generally make the adjustment more readily. The attitude of the 
family is very important since they must not be too pessimistic 
or oversolicitous. They should be told at the onset that the pro- 
spect is good for the patient to become self-sufficient and sup- 
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port himself in a gainful occupation. The rehabilitation program 
requires about six months. 

Rehabilitation of the patient with a cervical lesión or quadri- 
plegic is more difficult and less complete although much can often 
be done to improve the function of the hands. Those in whom the 
hand has been allowed to stiffen during the early stages may be 
relieved by capsulectomy. Others with good wrist motors but 
lacking in finger function may be helped by wrist fusión and ten- 
don transplant. A certain group of patients are seen in whom only 
a bíceps and wrist extensors are present. Here, the grasps may 
be improved by a tenodesis anchoring the finger to the volar sur- 
face of the wrist so that when he extended the wrist, the fingers 
will cióse. Still other patients lacking this degree of function may 
be helped by splints to which are attached various utensils such 
as fork and spoon, razor, pencil, etc. A prosthetic hook activated 
by a table attached to an axiliary loop may also be of consider¬ 
able help. 

As soon as the patient is able to be up in a wheelchair, he is 
taught how to get from his bed to the wheelchair, from wheelchair 
to chairs of various types, from wheelchair to bathtub, to com- 
mode, etc. Occupational Therapy is carried on to better advant- 
age in its department after having been started on the wards. A 
psychological evaluation is of considerable help in planning for a 
more sedentary occupation. Business courses given in educational 
therapy may help him determine what line of work will be suit- 
able. These patients are taught how to drive cars, how to get them- 
selves into the car and pulí the wheelchair in after them. 

Ambulation is taught early since while the wheelchair re- 
mains their chief means of loeomotion, ambulation is a valuable 
íorm of exercise. They are taught íirst how to fall since fear of 
íalling is a deterrent to learning ambulation. They are taught 
several gaits, the simplest being the swing-to, starting from a 
position about two feet in back of the crutches and sliding the 
íeet up to a point almost opposite the crutches. The swing-through 
carries the íeet ahead of the crutches and is a rapid mode of am¬ 
bulation. The four-point gait requires more pelvic stability and is 
not availabie to many patients with high lesions. In Manual Arts 
Therapy we see a patient using a standing device to increase their 
standing tolerance. This consists of a g:rdle attached around the 
patient’s trunk which plugs into a bracket on the workbench and 
allows him the free use of both hands for his occupation. As de- 
velopment in waiking improves, they learn to navigate bus steps, 
stairs, swinging doors, revolving doors, and as the patient leaves 
the hospital provided he has been carefully trained to avoid com- 
plications, he may continué to open doors into all pilases of re¬ 
gular living. 




NOTA NECROLOGICA 


DR. FEDERICO VELAZQUEZ 

Nacido en Santiago de los Caballeros, República Dominica¬ 
na, el 28 de agosto de 1903, ha muerto en San Juan, el 18 de ju¬ 
nio de 1955, este buen médico y cumplido caballero, que aquí des¬ 
plegó los años todos de su práctica médica. 

Cursó los estudios del Bachillerato en Ciencias en Santo Do¬ 
mingo, y los de Medicina en la Sorbona, graduándose en el 1928. 
A la usanza de Europa, no adquirió el grado de Doctor hasta el 
1934, cuando presentó una tesis sobre la enfermedad de Nicolás- 
Favre, mejor conocida ahora como el linfogranuloma inguinal. Es 
ésta una enfermedad universal, pero fué estudiada a fondo por 
primera vez en países cálidos, y su selección como tema señala, 
desde el comienzo de su carrera, un interés particular por las do¬ 
lencias de nuestros países. 

Otras intranquilidades intelectuales tenía ya para aquella 
época el Doctor Velázquez, pues aún antes que el doctorado recibió 
varíes Dípiomas y una Medalla de Plata, concéd elos por el Gobierno 
de Francia en virtud de diversos inventos, algunos de los cuales 
se patentaron en Francia, Alemania e Inglaterra. El más notable 
de éstos fué una ingeniosa máquina de cambio automático de mo¬ 
nedas de distintas denominaciones. 

Casado en París en el 1932, llegó a Puerto Rico en el 1934, 
revalidando cuatro años más tarde. Comenzó sus actividades mé¬ 
dicas en la Clínica Neurológica del Doctor Juliá, pero atraído por 
las enfermedades del pecho, poco después, pasó al Sanatorio Anti¬ 
tuberculoso Insular, con el cual estuvo relacionado durante algu¬ 
nos años. 

En el 1943 nuestra Asociación le concedió un Premio de la 
Legislatura Insular por el mejor trabajo científico original rea¬ 
lizado durante ese año: “Un nuevo método para el estudio de la 
cinemática de la sombra cardiovascular”. Ese trabajo señaló de 
nuevo el talento extraordinario del Doctor Velázquez para los pro¬ 
blemas matemáticos, físicos y fisiológicos. Ya desde los años de 
1928 a 1934 había realizado nuestro colega investigaciones en im¬ 
portantes laboratorios de París sobre la capacidad funcional del 
miocardio. Fué éste un tema de persistente atractivo para él, y en 
el cual pudo profundizar aún más cuando le becó la Universidad 
de Puerto Rico, del 1944 al 1946, para llevar a cabo estudios avan- 
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zados en fisiología cardiovascular en los Departamentos de Fisio¬ 
logía de la Universidad de Chicago, y del Colegio de Médicos y 
Cirujanos, en la “Columbia University” de Nueva York. 

Como resultado de estas últimas investigaciones, desgracia¬ 
damente inéditas, inventó el Doctor Velázquez un aparato regis¬ 
trador de la tensión arterial, de gran precisión, y que permitía 
una gravación esfigmográfica automática. Esta fase se llevó a 
cabo en nuestra Universidad, en el Laboratorio de Física del Pro¬ 
fesor Amador Cobas, quien fué su consejero científico y uno de 
sus amigos íntimos. 

Ocupó, además, diversos cargos en el Departamento de Sa¬ 
lud y en el Fondo del Seguro del Estado, y a su muerte era Médico 
Consultor de la Comisión Industrial. También formaba parte de 
la Asociación Médica de Puerto Rico, y del Capítulo local de la 
Asociación Americana de Especialistas del Tórax. 

En el año de 1950 el Gobierno de Francia le distinguió, por 
sus méritos personales, elevándole a la categoría de Caballero de 
la Legión de Honor. 

De mente y actividades polifacéticas, alternaba el Doctor Ve¬ 
lázquez las elegancias del salón con las exigencias de la práctica 
médica, con los estudios científicos, y con su amor por la litera¬ 
tura y la pintura. Su hablar, siempre ameno y culto, estaba sal¬ 
picado de comentarios clarísimos, a menudo de una lógica inci¬ 
siva. Fué tan atildado en la frase como en el vestir, tan rancio 
por el abolengo como moderno por la visión, y tan devoto del so¬ 
lar patrio como de Francia, donde maduró, y de Puerto Rico, don¬ 
de fructificó y rindió, prematuramente, la existencia. Los breves 
días de esa vida fueron ejemplo de inquietud científica, de devo¬ 
ción a su esposa, hermanos y amigos, de actividad cultural, y de 
dedicación al ejercicio de la medicina. 

La Asociación Médica de Puerto Rico, al rendirle al Doctor 
Federico Velázquez su respetuoso homenaje postumo, le extiende 
su más sentido pésame a su esposa, Doña Marie Louise Alrivy 
viuda de Velázquez, a su hermano mayor, el Ledo. Don Guaroa 
Velázquez, Catedrático de Derecho en nuestra Universidad, y a 
la esposa de éste, Doña Digna Soler de Velázquez, así como a su 
hermano menor, el Doctor Don Rafael Velázquez. 


Dr. Enrique Koppish 





SO EASY 
TO DIGEST 

Pet Evaporated Milk is altvays soft curd 
milk in which protein is heat-softened to 
practically the ready digestibilicy of 
human milk. It’s one milk that babies in 
your care will tolérate from the very first 
feeding . . . one milk that helps them 
grow strong and 
sturdy from the start. 
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Favored Form of Milk 
for Infaut Formula 


PET 
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PET MILK COMPANY, ARCADE BUILDING, ST. LOUIS 1, MISSOU 
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Distribuidores: B. FERNANDEZ & HNOS., INC. 
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. SUPPRETTES 

aquachlorai 



QUACHLORAL 

SufifileMeá? 

Chloral Hydrate in Suppository Form 


The NEOCERA Base 
A special blend of water-soluble 
waxes requiring no refrigeration. 
Advantages 

Non-barbiturate, non-cumulative 
and no gastric disturbances. Ac- 
curate and pre-measured dosage 
without any rectal discomfort or 
irritation. No leak-back after in- 
sertion. Rapid solubility assures 
prompt sedation. 

Supplied 

Aquachloral Supprettes, 5 grains 
(green), 10 grains (blue), 15 grains 
(yellow) in jars of 12. 

Professional Samples Upon Request 

MEMPHIS 3, TENNESSEE 
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UNA MANERA SENCILLA DE ESTIMULAR LA 





Todos los alimentos 
BEECH-NUT para bebés 
han sido aceptados por el 
Consejo de Alimentos y 
Nutrición de la Asociación 
Médica Americana, como 
también todas las afirma¬ 
ciones en cada anuncio de 
Alimentos BEECH-NUT 
para bebés. 


Cuando una madre preocupada le pregunte 
qué hacer para que su bebé coma más, usted 
puede ayudarle a comprender que un niño 
obtiene mayores beneficios de sus alimentos 
cuando los come con gusto. 

No se puede esperar que un niño prospere 
desde el punto de vista nutricional ni emotivo, 
cuando las horas de sus comidas están impor¬ 
tunadas por ruegos y contrariedades. 

Es beneficioso para sus pequeños pacientes el 


que BEECH-NUT incorpore al agradable sabor 
de sus alimentos un positivo valor nutritivo. 
Ahora, con más variedad que nunca entre la 
cual escoger, BEECH-NUT hace más fácil que 
las madres complazcan a los pequeños pacien¬ 
tes de usted, y mantener felices las horas de 
las comidas. 

Una amplia variedad que usted puede reco¬ 
mendar: Sopas de Carne y de Vegetales, Frutas, 
Vegetales y Postres. 


AUMENTOS para MINOS 

Envasados en frascos de cristal 

Distribuidores Exclusivos para Puerto Rico: 

JOSE MALGOR y CIA., Tetuán 305, San Juan, Puerto Rico—Teléfono: 2-2200 


BEECH-NUT 
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A LOS SEÑORES MEDICOS 


Nos complacemos en recordarles que desde hace 25 
años somos distribuidores de los productos de ELT 
LILLY, de los cuales siempre tenemos completo 
surtido en existencia. 

J. M. BLANCO. INC 

(Droguería Blanco) 



AEROSPORI N 




SOLUCION (Otica Estéril) 


BACTERICIDA para todos los bacilos gram-negativos, especial¬ 
mente las Pseudomonas' (B. pyocyaneus) — frecuente¬ 
mente encontradas en las infecciones del oído 2 — y los 
microorganismos gram-positivos. 

FUNGICIDA para varios dermatomicetos. 3,4 

NO SENSIBILIZANTE debido a su mínima acción alergénica, 
Vehículo estéril, higroscópico, con baja tensión super¬ 
ficial, acidificado para restablecer el pH normal del 
conducto auditivo. 

Frascos-goteros de 10 centímetros cúbicos. 

1. Jawetz, E.: Arch. Int. Med. 89:90, 1953. S. Senturia, fí. H.: Laryngo • 
eeope 55:í?7, 191,6 y Tr. Am. Acad. Ophth. 54:1*7: 1950. 3. Serri, F.: 
Compt. Rend. Soc. de Biol. 143:999, ¡91,9. i. Florestano, H. J. y Bahler, 
M.D.: Proc. Soe, Exper. Biol, di Med. 19: Hl, Dlt, 


SULFATO DE POLIMIXINA B 


* MARCA REGISTRADA 


BURROUGHS WELLCOMP 
& CO. (U.S.A.) INC. 
Tuckakoe 7, Nueva York 















THE NEW YORK POLYCLINIC 


ESCUELA DE MEDICINA Y HOSPITAL 



Organizada 

en 1881 



La Primera Institución Médica 

de América para Postgraduados 



PROCTOLOGIA Y 

G A S T Ii O EXTKEOLOG1A 

OBSTETRICIA Y GINECOLOGIA 

Un curso completo. En Obstetri¬ 
cia; conferencias; clínica prenatal; 



Curso combinarlo <iuc comprende 

presencia a partos normales y o- 



asistencia a clínica y conferencias. 

peratorios; operatoria obstétrica 



instrucción en exámenes, diagnósti¬ 
co y tratamiento, presenciar ope- 

(maniquí). 



raciones, visitas a las salas, de¬ 
mostraciones de casos, patología, 
radiología, anatomía, proctología 

En Ginecología; conferencias; 

exploración clínica; presencia de 



operatoria sobre el cadáver. 

operaciones; examen pre-nperato- 
rio de pacientes; clínica post-ope- 
ratoria de las pacientes en las sa¬ 
las. 




Patología obstétrica y ginecoló¬ 
gica; anestesia regional (en ca¬ 
dáver!. Asistencia conferencias en 



DERMATOLOGIA Y 

Obstetricia y Ginecología. 



SIFIL.OL.OG IA 




Curso de tres años, empezando en 
Octubre, llenando todos los requi¬ 
sitos del Board Americano de Der¬ 
matología y Sifilolngía. 

ANESTIIESIA 



SYMPOSIUM PARA 




ESPECIALISTAS 

A three inonths full-time course 
covering general and regional 



Un curso intenso de cinco días 

anesthesia, witli speciai demon- 



de duración. Revisión de los re- 

strations in tlie clinics and on tbe 



cientes adelantos en Dermatología 

cadáver of caudal, spinal, field 



y Sifiiología, consistente de ron- 

blocks, etc.: instruction ia intra- 



fereneins y demostraciones; dis- 

renous anesthesia, oxygen tberapy. 



elisión de enfermedades raras de 

resuscitation, aspiration bronchas- 



la piel ilustradas con proyecciones 

copy; attendance at depart mental 



fijas (iantera slides). 

Biid general conferences. 



Para información sobre estos y otros cursos diríjase a: 



The Dean, 345 West 50th St., New York 19, N. Y. 



ASOCIACION MEDICA DEL DISTRITO ESTE 

ASAMBLEA ANUAL 


Agosto 26 y 27, 1955 



























PROGRAMA RADIAL 

“LOS MEDICOS INFORMAN’ 

ESCUCHELO TODOS LOS DOMINGOS A 
LAS 12:00 M. 

A TRAVES DE LA WKAQ 
O LAS RADIOEMISORAS DE 
RONCE Y MAYAGUEZ 


ASOCIACION MEDICA DEL DISTRITO ESTE 

ASAMBLEA ANUAL 

AGOSTO 26 y 27, 1955 















Low-dosage Sedation and High-dosage 
B-complex Benefits these Patients 




Restoration of a Normal Emotional Picture ¡s often facilitated 
by administering BEPLETE as an adjunct to other appro- 
priate measures—psychotherapy, diet, etc. 


BEPLETE supplies phenobarbital and substantial amounts 
of B vitamins including Vitamin B 12 . Available as a hrghly 
palatable Elixir, and as Tablets. 



PIETE 


VITAMINS B-COMPLEX WITH PHENOBARBITAL WYETH 


W£et/l INCORPORATED, PH I LADELPH I A 2, PA. 

Distribuidores: FRANCISCO N. CASTAGNET, INC. 
P< O. Box 2506 - San Juan, P. R. 














Para los niños 
Vitaminas que 
permanecen frescas 

i -Mi x Drop 

(Múltiple Vitamin Drops, Lilly) 


Nuevo tipo de preparación multivitamí- 
nica para empleo en pediatría que per¬ 
manece fresca desde la primera hasta la 
última dosis. 

Fórmula completa, potente y estable 
Sabor agradable seleccionado 
por niños para niños 

Cada 0.6 cm 1 contienen: 


Clorhidrato de Tiamina 

1 

mg 

Ribloflavina 

1 

mg 

Clorhidrato de Piridoxina 

Acido Pantoténico (como Pantotenato 

0.5 

mg 

de Sodio) 

3 

mg 

Nicotinamida 

10 

mg 

Acido Ascórbico 

75 

mg 

Vitamina B,Cristalina 

3 

mcg 

Vitamina A 

5000 

U.I. 

Vitamina D 

1000 

U.I. 


Posología: 


Lactantes menores de 6 meses — 0.3 cm 3 al día. 
Lactantes mayores y niños — 0.6 cm 3 al día. 
Niños mayores — 0.6 a 1.2 cm 3 al día. 

Suministrado en envases de 15 y 30 cm 3 . 



CAI.I DAD - INVESTIGACION - INTEGRIDAD 


Eli Lilly Pan American Corporation 
lndianapolis 6, Indiana, E. U. A. 
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Here is .jJrtTanswer to a long-felt need for á praetic&l instru* 
ment permitting increased speed in transfusión». The AO Sterile 
Fluid» Pump may he clamped onto any availahle irrigation stand 
. . . with the aid of a simple adapter set, standard transfusión 
equipment can he used. For emergency use, it may be operated 
while held in the palni of the liand. If desired, it can he returned 


Announcing the 

STERILE 
FLUIDS 
PUMP 

Lote Cosí, Portable Instrument 
for Positive Control 
in Pumping Blood, Plasma , 
and Sterile Fluids 


instantly to gravity feed. 

Since no part of the AO Sterile Fluids Pump contacts the 
fluid, the pump does not require sterilization. See your AO Rep» 



PUERTO RICO OPTICAL COMPANY 

San Francisco #363 - San Juan. P. R. 













UtlOHS 

mvenous 


amuscu^í 


to relieve nausea and vomiting 
of pregnancy and ¡n adoles- 
cent acné 


pyríbéxin 


(Pyridoxine HCI Thiamine Chloride) 
Each 1 cc contains: 

Vitamin Bl ...50 mg 

Vitamin B6.50 mg 

VIALS OF 10 cc 


for use ¡n hypochromic and 
tritional anemias 


(Iron - Liver - B Complex) 
Each cc contains: 

Thiamine HCl (Bl) .100. 

Riboflavin (B2) . 0.Í 

Pyridoxine HCl (B6) . 1. 

NICOTINAMIDE . 50. 

IRON CACODYLATE . 10. 

LIVER (10 U.S.P. UNITS 

PER CC) . o.; 

Phenol (As preservative) 0.5% 

VIALS OF 10 cc 


Improved 


Formula 


NION CORPORATION los angeles 38, california 

JOAQUIN BELENDEZ SOLA, INC. 

PO BOX 1188, SAN JUAN, PUERTO RICO 
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For three decades Casec has been 
strikingly effective in the symptomat- 
ic management of infantile diarrhea. 

Casec (calcium caseinate) is 88 per 
cent protein, and provides generous 
amounts of calcium. When Casec is 
added to the formula in simple diar¬ 
rhea, the physician can expect prompt 
relief from loose and frequent stools 
in the great majority of cases. At the 
sr.:iic time, protein depletion is effec- 


tively prevented. The happy result is 
quick reliej oj diarrhea and a rapid 
convalescence. 

Casec is simple to use. The mother 
merely adds the prescribed amount 
of Casec to the fórmula. Most physi- 
cians recommend the addition of 4 
tablespoons of Casec to the formula, 
decreasing the amount gradually as 
the diarrhea clears. 

Available in 3VS and 30 ounce cans. 


Mead Johnson & co. 

E VA NSVILLE 2 1 , I N D., U. S. A. 

P. O. Box 3081 — San Juan, P. R. 

























Eoch Colcicap Contains: 
DICALCIUM PHOSPH ATE .. 290 mg. 

CAICIUM GLUCONATE.190 mg. 

VITAMIN D (Irr. Yea»i). .375 USP Units 


When 


encour age 

Patienl-Doclor Cooperaron 
Caleium Therapy is Prescribed 

Mental anxiety, when induced by aversión 
to prescribed therapy, adds to the patient’s 
physical distress. Objcction to calcium 
may be overeóme by substituting dosagc 
in more agrecable form. CALCICAPS... 
an casy-to-swallow, capsule-shapcd 
tablet... provide suitable supplement for 
young or oíd, whcre diagnosis reveáis a 
deficiency in calcium and phosphorus. 

Calciwafers are a pleasant tasting 

wafer containing double the potcncy of 
CALCICAPS. 

Calcicaps with Iron are especially 

suitable in pregnancy, when the need for 
calcium, phosphorus and iron increases. 

Calcicaps, Calciwafers and 

Calcicaps with Iron contain an ade- 

quatc amount of VITAMIN D essential 
for calcium absorption. 


Los Angeles, California 


CALCIWAFERS Each wafer contains: 
Dicalcium Phosphate 580 mg. 

Calcium Gluconate 380 mg. 

Vitamin D 750 USP Units 

Boxcs of 50 and 250 

CALCICAPS Each Calcicap contains: 
Dicalcium Phosphate 290 mg. 

Calcium Gluconate 190 mg. 

Vitamin D 375 USP Units 

Bottles of 100 and 500 


INION CORPOPATION K 

IOS ANGELES . CALIFORNIA =S 


CALCICAPS with IRON Each Calcicap with 
Iron contains: 

Dicalcium Phosphate 290 mg. 

Calcium Gluconate 190 mg. 

Ferrous Gluconate 64 mg. 

Vitamin D 375 USP Units 

Bottles of 100 and 500 


JOAQUIN BELENDEZ SOLA, INC. 
P. O. Box 1188 — San Juan, P. R. 













DRYCO 
Para la Nutrición 
Ideal del Bebé 


través del mundo, DRYCO ha ayudado a 
incontables bebés a desarrollarse fuertes y activos 
. . . DRYCO erige las bases para la buena salud del 
futuro. Les proporciona a los bebés la nutrición 
necesaria para el desarrollo de huesos sanos y múscu¬ 
los firmes, para la formación de cuerpos saludables 
y vigorosos. 

Debido a que DRYCO tiene un alto contenido de 
proteína, los bebés reciben las cantidades adecuadas 
de los aminoácidos que son necesarios para el cre¬ 
cimiento. Y como el contenido de grasa ha sido 
reducido, DRYCO es más fácil de digerir por los 
bebés. El nivel de carbohidrato en DRYCO ha sido 
ajustado también, por lo cual las fórmulas de 
DRYCO son suficientemente flexibles para satisfacer 
las necesidades del bebé. Y DRYCO ha sido forti¬ 
ficado con Vitaminas A y D para que su valor 
nutritivo resulte completo. 


D 


m bcu&¿ 


timo- 




DrycO 


Para informes profesionales completos sobre DRYCO, sírvase escribir a 
THE BORDEN FOOD PRODUCTS COMPANY 

División of The Borden Company, 350 Madison Avenue, New York, N. Y., E.U. A. 


Distribuidores para Puerto Rico: 

PLAZA PROVISION COMPANY, Fortaleza 104, San Juan, P. R. 









rinuun Non Nocere > 


The primary concern of the 
dermatologist is embodied in the 
dictum, “Primum Non Nocere,” 
meaning “ First do no harm .” 1 - 2 
A major attribute of Desitin 
Ointment is its non-sensitizing, 
non-irritant, non-toxic ' 6 quality 
even when applied over extensive, 
raw skin areas. To soothe, protect, 
lubrícate, and accelerate healing 
... without causing “therapeutic” 
or “overtreatment” dermatitis 




OINTMENT 

rich in cod liver oil 


in diaper rash • wounds (especially slow healing) 
IflcerS (decubitus, vaneóse, diabetic) • blims 

dermatoses • rectal irritation 



Tubes of 1 oz., 2 oz., 4 oz., and 1 Ib. jars. 


May we send samples and literature? 

DESITIN CHEMICAL COMPANY* 70 Ship Street, Providence 2, R.l. 

1. Overall, J. C.: Southern M. i. 47:789, 1954.2. Editorial: New England J. M. 246:111, 1952. 
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5. Behrman, H. T., Combes, F. C., Bobroff, A., and Leviticus, R.: Ind. Med. & Surg. 18:512, 1949. 

6. Turell, R.: New York St. J. M. 50:2282,1950. 
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Salicylafes and cortisone have com¬ 
plementar}i action u'hen combined ... 


Smaller doses of each are sufficient to 
produce a therapeutic response equiv- 
alent to massive cortisone therapy. 
With smaller doses, side effects are 
absent, thus permitting SALCORT 
therapy over a prolonged period. 
THERE ARE NO WITHDRAWAL 
PROBLEMS WITH SALCORT. 



> 


Salcort provides safe, dependable re- 


lief in arthritic affections. Early func¬ 


ional ¡mprovement and a sense of well 
being are significant in a large per- 


centage of patients. 


Each tablet contains: 

Cortisone Acétate .2.5 mg. 

Sodium Salicylate .0.3 Gm. 

Aluminum Hydroxide Gel, dried.0.12 Gm. 

Calcium Ascorbate . 60 mg. 

(equivalent to 50 mg. ascorbic acid) 

Calcium Carbonate . 60 mg. 


professional literature and sample 
available on request 

THE S. E. MASSENGILL COMPANY 

BRISTOL, TENNESSEE 



Distribuidores: COMERCIAL GODEL - Calle Europa 802 
Tel. 3-1061 - Santurce, P. R. 
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la fórmula completa— 
ofrece las ventajas de la leche materna 


1 ili )I AC es leche pura de vaca, segura, en forma con¬ 
veniente de polvo, modificada especialmente para la alimentación 
infantil. ¡Proporciona una nutrición completa en una fórmula 
sencilla! 

BIOLAC se asemeja grandemente a la leche materna 
en sus características nutritivas y digestivas. Con su amplio con¬ 
tenido de proteína y reducido nivel de grasa, adición de lactosa, 
vitaminas y hierro agregados, BIOLAC satisface completamente 
las necesidades alimenticias de la infancia. 

BIOLAC es una fórmula completa fácil de recetar—no 
hay ingredientes extras que calcular en su fórmula—y BIOLAC 
es sencillo de preparar .. . sólo requiere la adición de agua. 

BIOLAC viene en su lata sellada al vacío para pro¬ 
tección de los bebés: es una fuente pura y sana de nutrición que 
todos los bebés necesitan para desarrollar cuerpos fuertes y 
saludables. 



Distribuidores para Puerto Rico: 

PLAZA PROVISION COMPANY, Fortaleza 104, San Juan, P. R. 





potent anti-diarrhea agent 
now available in the U.S.A. 

Entero-Vioform, a powerful agent for use in 
simple infectious diarrhea and amebic dysen- 
tery, is now available for the first time in the 
United States. This well-tolerated, virtually 
nontoxic anti-diarrhea agent is especially 
useful for travelers, who are particularly 
vulnerable to diarrhea. 

Entero-Vioform is available in tahlets (also 
known as Vioform® tablets), each contain- 
C I B A ing 250 mg. iodochlorhydroxyquin U.S.P. 

SUMMIT, N. J. 


2/2103M 


VIOFORM (iodochlorhydroxyquin U.S.P. CIBA) 


Unlike most brands of evaporated milk, 
every single drop of Carnation 
is processed in Carnation’s own plants, 
under its own supervisión... assuring 
the same high quality milk in every can 
that bears the Carnation label. 

protects your recommendation 
warrants your specification 


Carnation 
























Primera 

... en el campo de la 
investigación antibiótica 

Primera 

— en introducir un 

nuevo y superior antibiótico: 

ACROMICIN A 

TETRACICLINA 


Y, ahora, primera 

... en lanzar una forma intramuscular 
antibiótica nueva y superior í 

CLORHIDRATO DE 

AC ROM ICI L_ 

HCI DE TETRACICLINA CRISTALINA 

INTRAMUSCULAR 


Envases: frasco de 100 mg 
(a diluirse con agua, para inyección 
agregando 2cm 3 a coda frasco de 100 mg. 
Las soluciones se mantienen a la 
temperatura ambiente durante 24 horas). 


•Marco de 



Las primicias en materia de investigación antibiótica provienen de: 


LEDERLE LABORATORIES, CO. 
1470 Fernández Juncos Ave. 
Santurce, P. R. 








DELICIOSO! \ 

NUTRITIVO! 
SALUDABLE! 
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i quiere lo me jor 
pida la marca 


















MOGYN 



Marca Registrada 


POLVOS PARA 
DUCHAS VAGINALES 


i 


moderna terapéutica 

en VAGINITIS 


50% de las mujeres enfermas sufren de derrames 
vaginales, y su pH es el índice. 

Siendo la acidez el factor terapéutico más importante 
en Vaginitis, DOMOGYN, con un óptimo pH de 4.2, 
controla rápida y efectivamente esa condición, resta¬ 
blece óptima acidez y normaliza la flora vaginal. 



Una cucharadita de DOMOGYN en polvo o el con¬ 
tenido de un sobre de DOMOGYN, en dos litros de 
agua caliente, forman una suave ducha terapéutica. 


De venta en todas las farmacias 



Distribuidores: LUIS GARRATON, INC. 

Fortaleza 352 - Tel. 3-1593 - Apartado 2984 - San Juan, P. R. 



RAPIO CURES 

of urinary tract infections 
prevent permanent kidney damage 

Infections of the lower urinary tract rarely remain 
localized for any length of time. The kidneys are 
often invaded rapidly unless effective treatment 
is instituted immediately. Henee, the choice of the 
first drug used may decide the fate of the kidneys. 


brand of n i trofuranto in, Eaton 


Furadantin is unique, a new chemotherapeutic 
molecule, neither a sulfonamide ñor an antibiotic. 


raf* i d action. Within 30 minutes after the 
first Furadantin tablet is taken, the invaders are 
exposed to antibacterial urinary levels. 


wide antibacterial range. Furadantin 
is strikingly effective against a wide range of clini- 
cally important gram-negative and gram-positive 
bacteria, including strains notorious for high 
resis tance. 


Scored tablets of 50 mg. 
Scored tablets of 100 mg. 


Bottles of 50 and 250. 
Bottles of 25 and 250. 



Also available: Furadantin Pediatric Suspensión, con- 
taining 5 mg. of Furadantin per cc. Bottle of 4 fl. oz. 


THE NITROFURANS—• 

A UNIQUE CLASS 
OF ANTIMICROBIALS 
PRODUCTS 0F 
EATON RESEARCH 



NORWICh, NEW YORK 


Distribuidores: CESAR CASTILLO, INC., Edificio Camaleglo 
Avenida Muñoz Rivera 70 - Hato Rey, Puerto Rico 






Te rramjc i n 


ORAL SUSPENSION 








H E X A M I N 

SSZEÜZ 

¡s found SATISFACTORILY EFFECTUAL in the 

management of 

ESSENTIAL HYPERTENSION 


Each tablet provides: 


MANNITOL HEXANITRATE _ 35 mg. 

Vasodilator of choice, gradually lowering the pressure 
30-40 mm., lasting 4-6 hours. 

SODIUM NITRITE _ 15 mg. 

for relaxation of small blood vessels. 

RUTIN _ 20 mg. 

to increase resistance of capillary walls. 

AMINOPHYLLINE _100 mg. 

as a diuretic in cardiac and nephrotic edema. 

PHENOBARBITAL _ 10 mg. 


mild dosage, to help aliay anxiety and decrease tensión. 

HEXAMIN, a rational combination of useful drugs, produces 
safe, gradual and longer lasting lowering of blood pressure. 

Bottles of 50 and 100 tablets 
Fhysicians’ Samples and Literature on request. 


Exclusive Distributors: 
JOAQUIN BELENDEZ-SOLA INC. 

P. O. Box 1188 Tel. 3-5010 

San Juan, Puerto Iiko 









true choleretic action 


WHAT IT IS 

Gallogen is a true choleretic, not a bile salt. It is the synthetic active 
ingredient of the ancient drug Cúrcuma. Chemically it is the dietha- 
nolamine salt of the mono-d-camphoric acid ester of p-tolylmethyl 
carbinol. 


WHAT IT DOES 

Gallogen acts directly on the hepatic cells--quickly and positively. 
A marked increase in the formation of bile by the liver follows its ad- 
ministration. This is natural, whole bile in volume and composition. 
Administered to patients with normal liver functions and patients with 
various liver impairments, Gallogen produces a choleresis in proportion 
to the functional capacity of the liver. This choleresis is prompt and 
lasting, the flow beginning in about one hour and lasting one hour or 
more after the onset. 


WHAT IT’S FOR 

Gallogen is indicated whenever it is desirable to increase the flow of 
bile, encourage activity of the gallbladder and promote normal function 
of the biliary system. Gallogen is therapeutically effective in biliary 
dyspepsia, chronic cholecystitis, nonobstructive cholangitis, biliary dys- 
kinesia, biliary stasis, pre- and postoperative conditions where the flow 
of bile is sluggish. 

Gallogen is a useful adjunct in cholecystectomized patients and in 
conditions characterized by incomplete digestión of fats and carbo- 
hydrates, and lack of intestinal modlity. 

In X-ray visualization, Gallogen facilitates cholecystography by stim- 
ulating secretion of whole bile. 


Gal I o g en» 


Gallogen has a long record of clinical safety. It is nontoxic in thera- 
peutic doses. Gallogen is not habit-forming and may be administered 
over long periods of time without developing a tolerance to the drug. 

Contraindicated in acute biliary conditions, common duct obstruc- 
tions, acute hepatitis or marked cholangitis. 

PROFESSIONAL LITERATURE AND SAMPLES AVAILABLE 

THE S. E. MASSENGILL COMPANY Bristol, Tenn. 
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Para el Tratamiento de las ANEMIAS 


armatinic 

activado capsuletas 

Cada capsuleta de ARMATINIC ACTIVADO 


contiene: 

Sulfato Ferroso Desecado.. 200 mg. 

•Crystamín.. 10 mcg. 

Acido Fólico.. 1 mg. 

Acido Ascórbico (Vitamina C)....... • 50 mg. 

f Hígado Fracción II, N. F. 

con Duodeno Desecado. 350 mg. 


♦La Vitamina B|2 Cristalina de los Laboratorjos Armour 
"f El hígado se digiere parcialmente con una cantidad 
igual de duodeno durante el proceso de manufactura. 



PRESENTACION: Frascos de 50 y 100. 


Vitamina B 12 con "activador" más concentraciones efectivas de todos los demás 
principios hemopoyéticos para asegurar una rápida y completa respuesta hemo- 
poyética. 


armatinic 

el nuevo LIQUIDO hematínico 

Cada onza fluida de ARMATINIC LIQUIDO 
contiene: 


Fracción Hepática I (Clarificada).... 1.25 gm. 
Citratos de Hierro y Amonio F.E.U.. . 1.30 gm. 

Acido Fólico. 2.0 mg. 

*Crystamín... 20.0 mcg. 


♦La Vitamina B12 Cristalina de los Laboratorios Armour 



PRESENTACION: Frascos de 4 y 8 oz. 


Para una efectiva y rápida respuesta clínica y un sabor refrescante. El Armatinic 
líquido suministra Vitamina Bi 2 Cristalina con hígado clarificado y otros importantes 
principios hemopoyéticos en una forma líquida, fácil de tomar, con un sabor agradable. 



THE ARMOUR LARORATORIES chicago > 1 . iiunois. e. u. 

fíne¿HZAxz(%<rn£sS c¿e fáepuúzccán 97¿i^neáot 


TERAPEUTICA FISIOLOGICA MEDIANTE LA INVESTIGACION BIOQUIMICA 


This advertisement appears' in the November, 1952 issue of the following publications; 
America Clinica El Farmacéutico Sinopsis Medica Internacional 


Distribuidor: LUIS GARRATON, INC. 

Fortaleza 352 - Tel. 3-1593 - Apartado 2984 - San Juan, P. R, 













Mayor uniformidad en 

la alimentación infantil 


EXCELENTE PARA LOS BEBES 

Klim es preparada bajo las más estrictas 
normas de calidad . . . normas que no sólo 
gobiernan su elaboración, sino que se ex¬ 
tienden hasta el cuidado de las mismas vacas 
que producen la leche original. Y el envase 
especial de Klim conserva sus excelentes 
cualidades libre de toda contaminación. 
¡Puede usted recetar Klim sin reserval 

KLIM 

LA PREFERIDA 
EN TODO EL MUNDO 


Para informes profesionales y tablas de alimentación, diríjase a: 

BORDEN COMPANY, 350 MADISON AVENUE, NEW YORK 17 , N. Y., U. S. A. 



Como Ud. sabe, la dieta del bebé no debe 
variar de día en día. 

Cuando el bebé se cría con Klim, Ud. 
puede estar seguro de que su dieta no variará 
porque Klim es uniforme. Klim es sometida 
a frecuentes ensayos para resguardar esta 
uniformidad tan necesaria—así como su pu¬ 
reza, seguridad y alta calidad. 




Distribuidores para Puerto Rico: 

PLAZA PROVISION COMPANY, Fortaleza 104, San Juan, P. R. 
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¿/ go nue'i® -- 


^ntro de ÍJy 


Paladac 


El delicioso sabor a naranja de esta nueva 
preparación vitamínica acuosa (no alcohólica) 
es tan agradable, y su color y aroma a jugo de 
naranja son tan tentadores, que la mayoría de 
los niños sencillamente no pueden resistirlo. 

Asegurada así la cooperación de los niños, las 
nueve importantes vitaminas del PALADAC 
proporcionan la terapéutica vitamínica com¬ 
pleta tan necesaria para el niño que está 
creciendo. Tiene otras ventajas también. Fluye 
fácilmente, no requiere refrigeración, y puede 
administrarse solo o mezclado con leche, 
frutas, jugos y otros alimentos. 

.C A Af 


\ 


nueva preparación 
vitamínica de 
sabor agradable 
en forma líquida 

Cada cucharadita |4cm. ] ) 
de PALADAC contiene: 

Vitamina A. 5,000 Üi 

Vitamina D. 1,000 U. 

Vitamina C (ácido ascórbico)... 50 mg. 

Vitamina B] (clorhidrato de tiamina). 3 mg. 

Vitamina B 2 (riboflavina). 3 mg. 

Nicotinamida. 20 mg. 

Acido pantoténico (sal sódica). 5 mg. 

Vitamina B¿ (clorhidrato de piridoxina). 1 mg. 

Vitamina B 12 (cristalizada). 5 microgramos 

DOSIFICACION 

Lactantes, cucharadita diariamente. Niños y adultos, 
1 cucharadita o más diariamente. 

El PALADAC se suministra en frascos de 120 cm.i 



SPa/iÁe^ Q)€W€d 

Laboratorios Principales, Detroit, Mich., E.U.A. 

Buenos Aires Caracas Habana México Panamá Puerto Rico Rio de Janeiro 


S-J-9-54 
















florinefe 

CON 

GRANEODIN 

ACETATO DE FLUORHIDROCORTISONA SQUIBB CON NEOMICINA Y GRAMICIDINA SQUIBB 

Ungüento • Loción 


la acción anti-inflamatoria y 


la acción antibacteriana* de 

antiprurítica* de florinefe— 

+ 

graneodin— eficaz contra mu- 

mucho más potente que la de 

chos gérmenes gram-positivos 

la hidrocortisona tópica. 


y gram-negativos. 


* "... a menudo se presenta infección secundaria y pústulas cau¬ 
sadas por rascadura debida al prurito intenso 

Suministración: florinefe con graneodin: loción al 0,1 f /<, en 
frascos plásticos comprimibles de 15 c.c. Ungüento al 0,1 ( A, en 
tubos de 5 Gm. 


*w. E. Nelson: Textbook of Pediatrics, ed. 5, Philadelphia, W. B. Saunders Co. 1950, p. 1516 



'florinefe' y 'graneodin' son marcas de fabrica 







TYOTO CIN 


ANTIBACTERIAL, ANTIFUNGAL, ANALGESIC 


E A R D R 0 P S 



Tyotocin ear drops combine the bactericidal-antifungal 
properties of tyrothricin (potent, surface-active antibiotic) and 
hexylresorcinol, with the analgesic action of benzocaine 
and antipyrine. Propylene glycol and glycerin help reduce 
painful congestión by hygroscopic action. Tyotocin is highly 
effective in the treatment of bacterial and mycotic infections 
of the ear, such as otitis externa, furunculosis and secondarily 
infected eczema of the external auditory canal. 

Rx. Tyotocin is supplied in l/o fl. oz. bottles with dropper. 












TO RELIEVE 

SURFACE PAIN AND ITCH 
WITH GREATER SAFETY 
FROM SENSITIZARON 


TRONOTHANE 

TRADE MARK 

HYDROCHLORIDE 

(PRAMOXINE HYDROCHLORIDE, ABBOTT) 


CREAM 



STERILE JELLY 



COMPOUND LOTION 



TOPICAL SOLUTION 



Tronothane solves the riddle of topical 
anesthesia with a new approach. Its formula 
is structurally unique, non-“caine”. 

Sensitizaron and toxicity can be expected to 
be negligible, judging from their absence in over 
1,220 clinical triáis to date. 12 - 3 ' 4 


Yet Tronothane is prompt, effective. Use 
it to relieve discomfort in episiotomy, 
hemorrhoids, various itching dermatoses, 
anogenital pruritus, minor burns and ~ 
sunburns, intubation procedures, etc. UJjuOlt 


1. Birnberg, C., and Horner, H., A Simple Method for the Relief of Post- 
partum Perineal Pain, Amer. J. Obst. & Gynec., 67:661, March 1954. 

2. White, C. J., A New Anesthetic for Certain Diseases of the Skin, J. 
Lancet, 74:98, March, 1954. 

3. Peal, L., and Karp, M., A New Surface Anesthetic Agent: Tronothane, 
Anesthesiology, in press, 1954. 

4. Schwartz, F. R., Tronothane in Common Pruritic Syndromes, Postgrad. 
Med., 16:19, July, 1954. 


ABBOTT LABORATORIES PUERTO RICO INC. 

Cayey St., Córner William Jones • Santurce 













Qk áioülk) írtai potente 

i nnocuo 
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X 

Acetazolamida LEDERLE 

Un nuevo diurético oral . . . 

No es mercurial ni derivado de xantina 

El DIAMOX, ampliamente probado y comprobado ya 
en clínicas y laboratorios, es un nuevo producto que 
se indica para el régimen del edema de pacientes cardíacos, 

Administrado todas las mañanas, redunda en una 
copiosa diuresis que dura de 6 a 12 horas 
(sin interrumpir el descanso nocturno del paciente)/ 

El DIAMOX no es un irritante gastrointestinal ni renal. 

El DIAMOX no produce efecto tóxico cumulativo, 
ni cuando se lo administra, como se 
recomienda, durante un período indefinido. 

Viene en tabletas ranuradas de 250mg para uso oral 




un timbre de honor 


‘Marca rcgi.síia 


LEDERLE LABORATORIES, CO. 
1470 Fernández Juncos Ave. 
Santurce, P. R. 
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LEVOPHED IN CORONAR Y OCCLUSION, 

MAURICE L. TAINTER, M.D* 

Rationale for the Current Therapy of Myocardial Infarction 

The main problem in myocardial infarction is to provide suf- 
ficient oxygen for the basal metabolism of the anoxemic muscle 
in the infarcted area. Since oxygen supplies the energy for per- 
forming work, decreasing the work of the heart will make more 
oxygen available for basal metabolism providing the oxygen sup- 
ply is the same. Increasing cardiac eíficiency will do the same thing 
since this means that the same amount of work is performed with 
less oxygen. More oxygen can also be made available to the anoxe¬ 
mic muscle by increasing the coronary blood flow and by prevent- 
ting the occlusion of any additional blood vessels. 

The methods in use today to achieve this increased oxyge- 
nation are as follows: 

1. Bed Rest and Demerol — to decrease the work of the heart. 

Becl rest does not n.ecessarily limit the patient to the supine 
position. Actually respiration is easier and requires less work 
when in the sitting position. Because of the increased energy ex- 
penditure required in the use of a bed pan and because of the 
danger of thrombo-embolic accidents, some people recommend the 
use of a chair. 1 r> However, rest in a chair must be strictly main- 
tained in much the same manner as if the patient were confined 
to bed. Demerol relieves pain and anxiety which in turn decreases 
cardiac work by preventing aimless restless motions and decreasing 
the tonus of the skeletal muscles. 

2. Oxygen — to increase arterial oxygen saturation. 

Oxygen may be given by tent, mask, or intranasal catheter. 
In well persons, increasing the oxygen tensión of the alveolar air 


* Sterling-Winthrop Research Institute, Rensselaer, N. Y. 
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by inhaling puré oxygen only slightly increases the oxygen con¬ 
tení of the blood. Hemoglobin carries about 99 ( /( of the available 
oxygen and it is 96% saturated under normal conditions, with 
only 1% of the oxygen in the dissolved state. Doubling the alveo¬ 
lar oxygen tensión would increase the total oxygen carrying capa- 
city of the blood by not more than 5%. When there is any pulmo- 
nary edema, either frank (with rales) or incipient (interstitial), 
the rate of diffusion of oxygen across the pulmonary and capillary 
epithelium into the blood may seriously limit the oxygen saturation 
of the hemoglobin, and doubling the alveolar oxygen tensión will 
double the rate of diffusion, which may be sufficient to relieve the 
déficit. 

Demerol or other sedatives may also serve to increase arterial 
oxygen saturation when pulmonary edema is present since they 
reduce oxygen demand and air hunger. 

3. Digitalis and/or Quinidine — to increase cardiac efficiency, 
slow the heart and prevent arrhythmias. 

It is well known that digitalis, although it does not increase 
the strength of contraction of the normal heart muscle, does in- 
fluence favorably the failing heart. The positive inotropic effect 
of digitalis medication means that more work is performed with 
less oxygen consumption, 1,! thus providing more oxygen for the 
infarcted muscle. 

Obviously digitalis is not indicated unless there is clear evk 
dence of congestive failure. Large doses of digitalis may lead to 
ventricular arrhythmia and should be avoided. 

Failing hearts (with a normal sinus rhythm) are slowed by 
digitalis through a reflex vagal action due to the relief of failure. 17 
Digitalis also slows the heart in auricular fibrillation by prolonging 
the A-V conduction time. This slowing of the heart through either 
mechanism produces increased coronary blood flow, as will be noted 
later, if blood pressure is maintained. In addition, vagal slowing 
causes increased cardiac efficiency.- :! - 4 A reduction in rate of the 
failing heart without increasing the cardiac stroke output would 
put the patient into shock and decrease coronary flow. 

Correction of arrhythmias is most important since the máxi¬ 
mum efficiency, i.e., the mcst work for the least oxygen consump- 
tion, is obtained with a normal sinus rhythm. Quinidine, procaine 
amide and Levophed are useful for this purpose. Levophed may 
be used either alone or with quinidine and procaine amide to count- 
eract the fall of blood pressure produced by the latter two drugs. 

4. Anticoagulants — to prevent vascular occlusion. 

The primary effect of anticoagulants is to prevent thrombo- 
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embolic phenomena. However, following an infarct there is a great 
tendency for the damaged myocardium to release blood coagulating 
factors such as thrombcplastin into all vessels supplying the peri- 
phery of the infarct. This often causes clotting in these vessels 
and a further extensión of the infarct. This can be prevented by 
the use of anticoagulants such as heparin or dicoumarol. The 
overall mortality from myocardial infarction, in a carefully con- 
trolled study of 1,031 cases, was reduced by anticoagulants from 
23.4% to 16.0%. 18 The presence of shock, which would further 
decrease coronary blood flow, increases the probability of coagu¬ 
laron in the stagnant areas. Patients with a good prognosis need 
not receive anticoagulants since this type of therapy is very dif- 
ficult to control accurately and has its own inherent dangers. 

5. Intra-arterial Blood Transfusión. 

This is a controversial subject. Some authors claim beneficial 
results, others deny it. The rationale for intra-arterial transfusión 
is as follows: In myocardial infarction, shock results from the in- 
ability of the heart to contract with sufficient forcé to maintain 
blood pressure. Henee, if one perfuses the coronary circulation 
by means of retrograde intra-arterial transfusión, circulation to 
the vital coronary vascular bed may be maintained. 

However, myocardial infarction does not involve blood loss, 
either externally or into the tissues. An overloaded vascular bed 
may induce pulmonary edema and failure. If shock results from 
insufficient cardiac output, vasoconstrictors may be used to shunt 
this limited output to the vital areas. If shock in myocardial in¬ 
farction is due to peripheral vasodilation, it may be more ration- 
ally corrected by perinheral vasoconstriction than by trying to fill 
up the dilated system with blood and/or plasma. These traditional 
methods of treating infarction fail in a very large proportion of 
cases where severe shock intervenes. Almost all patients with this 
degree of shock (See Table 2) have died heretofore in spite of the 
best care available. 

Rationale for the Use of Levophed in Coronary Occlusion 
with Shock 

The recent recognition that levo-arterenol, the second hormone 
of the adrenal medulla and sympathetic nervous system, may play 
a special therapeutic role in coronary occlusion has radically im- 
proved the therapeutic prognosis. Many patients’ lives are now 
being saved when formerly they would have succumbed without 
the help of this new medicament. 
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CHEMISTRY 

Levophed( R ), also referred to as 1-arterenol, 1-norepinephrine, 
or 1-noradrenaline, is a primary amine which differs from 1-epine- 
phrine by the absence of a methyl group on the nitrogen. 


OH 



H H 

Although 1-epinephrine and 1-arterenol differ only slightly in 
their Chemical structure, there are important differences in their 
physiological effects. 

NATURAL OCCURRENCE AND HUMAN PHARMACOLOGY 

The Sympathetic nervous system and the adrenal medidla con- 
tain both 1-epinephrine and 1-arterenol (1-ncrepinephr’ne). The pre- 
dominant pressor substance of the adult adrenal medidla is epine- 
phrine, 1 ' 6 whereas 1-arterenol accounts for most of the pressor 
activity of sympathetic (adrenergic) nerve tissue. 7 - s Extracts of 
the sympathetic nervous chain in man have been shown to contain 
91-95 per cent of their pressor amine content as 1-arterenol. 8 

Numerous investigations have shown that arterenol is libe- 
rated upon stimulation of sympathetic nerves. 9 * 12 This substance 
is clearly more effective in elevating blcod pressure in man than 
is epinephrine. 18 ' 14 The major differences in the physiological 
response to these two sympathetic ergones is summarized in Table 
1. These differences have led v.Euler to suggest that arterenol is 
the sympathetic or adrenergic nerve mediator for “routine” func- 
tions connected with regulation of circulation, in contrast to epine- 
phrine which is the “emergency” adrenergic hormone involved in 
stressful situations. 8 Homeostatic adjustments do not require 
the marked metabolic changes or extensive cardiovascular adjust¬ 
ments which characterize emotional or stress states. 

Rationale for Use in Coronary Occlusion with Shock 

A.—Levophed Increases the Blood Pressure and thereby in¬ 
creases coronary blood flow. Ií the cross sectional diameter of the 
blood vessels remains constant, as is the case in the rigid vessels 
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TABLE 1 

Comparison of the Eíi'eets of a Continuous Infusión of 
Levophed(K) with Those of Epinephrine 

CIRCULATORY 




Blood pressure 


Levophed(u) 

Epinephrine 

systolic _ __ — — — 


Increased 

Increased 

diastolic -- - — - - 


Increased 

Decreased 

Pulse rate - -__ 


Decreased 

Increased 

Cardiac output _ - - - 


Little change 

Increased 



or decreased 


Peripheral resistance-- — 


Increased 

Decreased 

Coronary blood flow 


Increased 

Usually 




increased 

Renal blood flow _ _ — 


Decreased 

Decreased 

Cerebral blood flow _ — — 

- 

Decreased 

Increased 

Splanchnic Vascular resistance 

— 

Increased 

Decreased 

METABOLIC 




Basal metabolic rate _ 


Unchanged 

Increased 

Myocardial oxygen conrumption 

-- 

Increased 

Increased 

Cerebral oxygen consumption -- 

__ 

Unchanged 

Increased 

Blood g’ucosa . __ 


Slightly 

Greatly 



increased 

increased 

OTHER EFFECTS 




Central nervous system — _ 


No effect 

Increased 

Eosincpenic response _ _ 


None 

Marked 

of atherosclerosis, an increase 

in 

pressure will 

directly increase 


blood flow according to the formula 

7T r» 

F = P- 

8 n 1 

where 
F = flow 
P = pressure 
R = radius 
1 = length 

n == coefficient of viscosity of blood 

This formula, used by engineers and physicists for calcuiating 
the flow of fluids in pipes, was developed by Poiseuille, the anato- 
mist, for estimating blood flow in capillaries. 11 ' 

An increased blood pressure requires an increased output of 
energy by the heart which is directly proportional to the pressure, 
since work per minute is equal to the pressure multiplied by the 
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cardiac output. At zero pressure, as in shock, the heart still has a 
very appreciable oxygen consumption. As the blood pressure is 
increased coronary flow increases and, even though the work of 
the heart increases, there is a decrease in the oxygen déficit in 
the myocardium. If the pressure goes too high, there may again 
be an increase in oxygen déficit. 20 Henee, up to the physiological 
limit increasing blood pressure increases the oxygen available to 
the myocardium. 

B.— Levophed Reflexly Decreases the Heart Rate. This serves 
to increase coronary blood flow and reduces myocardial oxygen 
consumption. Flow into the coronary arteries occurs primarily 
during diastole whereas flow out of the coronary veins occurs 
during systole. Thus, the coronary bed is alternately expanding 
and contracting during each cardiac eyele. The net effect is to make 
it seem as if the myocardium exerted a pumping action. The re* 
lative importance of the flowing in during diastole and pumping 
out during systole, has not been determined for the normal human 
heart. 21 The diastolic inflow effect results in an increase in co¬ 
ronary flow when there is a longer diastole from a slower heart 
rate. In atherosclerosis the limiting factor restricting coronary 
blood flow is often the diameter of a narrowed vessel on the arterial 
side; henee, the duration of inflow is an important factor. Under 
these conditions any slowing of the heart increases the overall 
coronary blood flow. 

Decreasing the heart rate by vagal stimulation increases car¬ 
diac efficiency. When the heart is slowed, even though cardiac 
output, arterial pressure and venous pressure are maintained 
constant, less oxygen is consumed per minute. A decrease of 20 
beats per minute in the dog heart-lung preparation results in 9% 
less oxygen consumption per minute when the total flow is un- 
altered. 22 

Vagal stimulation may produce even more dramatic results, 
i.e., a decrease in the resting oxygen consumption of the myocar¬ 
dium in addition to the rate effect. This is in contra-distinction 
to accelerator nerve stimulation or epinephrine which increase rest¬ 
ing oxygen consumption.^-'^ Since the rise in pressure from 
Levophed causes a reflex vagal slowing of the heart, one would 
expect the efficiency of the heart to be considerably increased by 
this drug. This increased efficiency results in more work for less 
oxygen and thus more oxygen is available for reoxygenating the 
anoxic areas of the damaged myocardium. Even in the normal dog, 
the reflex slowing of the heart following levo-arterenol increases 
the oxygen saturation of the venous blood in the coronary vessels 
by as much as 34%. 25 
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C.—Levophed is a Direct Coronary Dilator and thus helps to 
increase coronary blood flow. That there is an increase in coro¬ 
nary flow following Levophed is undisputed. Whether or not this 
increase is due in some measure to a direct coronary vasodilator 
effect or is secondary to metabolic effects has been questioned. L>,i 
Studies of this phenomenon in the patient would obviously be ex- 
tremely difficult. However, it has been demonstrated in the iso- 
lated perfused pig coronary artery that Levophed has a direct 
dilating action, independent of heart rate, metabolic effects and 
blood pressure.- 7 



TREATMENT OF SMOCK WITN LEVOPHED 

FIGURE 1 

Histamine first produced vasoconstriction. Vasodilation was then caused by 
1-norepineplirine, 1-epinephrine, 1-epineplirine again and finally by 1-nore- 
pinephriae. Note the reproducibility of response? (Smith, Syvarton, & Coxe-"). 


D.—Levophed does not Increase Cardiac Outpot or Oxygen 
Demand. Either one of these effects, if present, would be un- 
desirable since they would increase the need of the heart for oxy¬ 
gen. It has been clearly demonstrated by cardiac catheterization in 
man that an infusión of ievo-arterenol dees not increase and may 
even decrease cardiac output.- s In other words, the essential action 
of nor-ep’nephrine is to reroute the blood to more vital areas rather 
than just increasing blood flow generally throughout the whole 
bocly. In some experimental animáis uncler highly unnatural con- 
ditions, vagotomy, etc., nor-epinephrine has been reported to in¬ 
crease cardiac output, but this has no bearing on its ordinary cli- 
nical use. 

In regarcl to general metabolic effects, it is clear that epine- 
phrine increases the basal metabolism in man and that Levophed 
does not. 30 32 This again represents an advantage for Levophed 
since any increase in metabolism requires an increased cardiac out- 
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put and more work by the heart in order to supply the extra oxy¬ 
gen needed for the tissues. 

E. —Levophed has a Positive Inotropic Effect.—The fact that 
Levophed is capable oí increasing the forcé of cardiac contraction 
may be of very considerable importance ií any degree of cardiac 
failure is present. This positive inotropic effect would serve to 
supplement the action of digitalis. The positive inotropic effects 
of Levophed has been demonstrated in intact dogs following intra- 
venous administration 33 and on the isolated papillary muscle of 
the cat. 84 

F. —Levophed has Proved Effective in Experimental Coronary 
Occlusion in the Normotensive Dog . 35 The oxygen tensión in the 
myocardium was measured polarographically in the exposed left 
ventricles of anesthetized dogs. “Coronary occlusion or severe nar- 
rowlng is followed by a Progressive fall in local oxygen tensión, 
failure of muscle contraction and later characteristic changes in 
the epicardial electrocardiogram. Intravenous injection of 0.5 m;- 
crogram per kilogram of 1-norepinephrine reverses these evidences 
of ischemia, while producing marked bradycardia and a slight in¬ 
crease of mean blood pressure but no ventricular ectopic beats. 
“L-norepinephrine produces greater and more rapid favorable 
changes in ischemic areas than puré oxygen inhalation. However, 
oxygen increases the improvement when administered simulta- 
neously. Both agents in combination may produce rises of oxygen 
tensión in large ischemic areas which have failed to show responses 
to either agent alone.” 35 * 

G. —Experimental Myocardial Infarction with Shock is Mark- 
edly Improved by Relief of Shock. In dogs after ligation of the 
coronary artery the development of shock caused the amount of 
blood in the ischemic area to be markedly reduced. Moreover, as 
the shock developed there was marked ballooning of the myocar¬ 
dium which was relieved when the blood pressure was raised by 
blood transfusions. 30 Shock per se of any duration also acts as a 
myocardial depressant by decreasing the oxygenation of the heart 
wall. 37 Although the heart may not be in failure, it will require 
a greater oxygen consumption to do the same amount of work. 
Henee, it is most important that shock be relieved in the patient 
suffering from infarction. Because the oxygen tensión in the in- 


* In a manuscript received after this paper was written, Frank et al«3 report that 
in dogs in hemorrhagic :.hock Levophed Infusión increased the coronary sinus 
blood flow from 43cc. per min. during shock, to 170 cc. par min. This latter 
figure was 2% times the normal rale of flow before shock. The oxygen satu- 
ration in the coronary sinus blood was increased at the same time from 
14% to 32%. 
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farcted areas is increased by Levophed infusions, L is very pro¬ 
bable that the size of the infarct is reduced, particularly at the 
periphery of the lesión, where increases in the oxygen supply may 
allow the anoxic tissue to recover. 

CLINICAL RESULTS ON THE TREATMENT WITH LEVOPHED 
OF MYOCARDIAL INFARCTION WITH SHOCK 

A summary of data on 115 patients treated with Levophed 
by 14 investigators is presented in Table 2. 38 ' 31 Some of the data 
are not completely comparable. However, insofar as the informa¬ 
ron reported permitted, the data from each author were broken 
down according to the severity of the shock and the nature of the 
complications. In the case of 39 patients, there was insufficient 
data for accurate classiíication. 

The last two columns in Table 2 compare survival rates with 
and without Levophed. The valúes for the cases without Levophed 
were obtained by summarizing survival rates under various thera- 
peutic regimens 32 ’ 57 reported by a number of cardiologists. There is 
a wide variation in the reported survival rates but it would appear 
that most cf this variation was due to differences in definition. 
Master et al. 3;! report a 50% survival rate in myocardial infarction 
with shock as do Levine and Brown. 57 On the other hand, Hel- 
lerstein 52 reports only a 12 c /< survival. Master et al. and Levine 
and Brown consider anyone with pallor and/or cyanosis, tachy- 
cardia, a weak nnlse and a coid moist skin as being in shock. 
Hellerstein et al. require that, in addition to the usual clinical 
signs and symptoms, the systolic blood pressure must be below 
90 mm. Hg. for more than one hou.r. A low blood pressure without 
other clinical signs would not be classified as shock. Using the 
criteria of a blood pressure under 80 mm. Hg. and clinical signs 
and symptoms of shock, a review of the case reports of Levine 
and Brown shows that they had 10 cases out of 145 who fittecl 
this criteria, all of whom died. A later publication of Levine’s 
confirms this, since a survival rate of 7 % was reported for patients 
with severe shock. 50 

Epstein and Relman 54 using criteria of signs and symptoms 
plus blood pressure below 90 mm. Hg. had a survival rate of 10% 
independent of the presence of failure. Mintz and Katz 33 did not 
specify their criteria but reported a 22% survival in patients 
with shock. The report of Beckwith 41 indicates that ventricular 
arrhythmia carries a poorer prognosis than no arrhythmia but he 
does not report on arrhythmia plus shock. 

A comparison of the data on survival rates without Levophed 



LEVOPHED ADMINISTERED BY CONTINUOOS INTRAVENOUS DRIP 
(one ampul) per liter of 5% dextrose solution. Average maintenance rate 30 drops per minute. 
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with our present data, where Levophed was used, clearly reveáis 
that Levophed is effective, and indeed life saving in many cases. 
In fact, the summary shows that Levophed restcred the level of 
blood pressure in 67% of the patients treated. If from this com- 
parison those cases are omitted where the blood pressure response 
was not reported, we have 77 out of 91 (85% ) patients who had 
good circulatory response to the infusión of the drug. 

Equally dramatic is the effect on survival from the acute 
attack. In mild shock cases, where only 15% of patients ordinardy 
curvive, 53% survived when Levophed was used. Levophed here 
more than tripled the chance of recovery from this degree of 
myocardial shock. In the severe shock patients, most of whom 
were apparently pulseless, with no perceptable systolic pressure, 
only 5% ordinarily survive with conventional therapy. In this 
particularly hopeless group Levophed produced good blood pres¬ 
sure levels in 22 out of 30 patients and resulted in 32% of the 
patients surviving their acute episode. This new circulatory hor- 
mone in the latter cases gave the patient a six fold better chance 
of surviving the immediate effects of his coronary occlusion.* 

These important therapeutic results tremendously improve the 
immediate prognosis of the coronary patient. They indicate that 
much is to be gained by vigorously treating his shock and anoxemia 
with every available resource. 

CAUTIONS TO BE OBSERVED WITH LEVOPHED 

1. Congestive Failure. This should be corrected with digitalis 
while giving Levophed. Levophed itself has a positive inotropic 
effect; but, inasmuch as it is apt to increase the work of the heart, 
the use of digitalis would be advisable in the presence of failure. 

2. Hvpertension persisting Despite the Infarction Contraindi- 
cates Levophed. However, Levophed may be valuable if there has 
been a considerable drop in pressure even though the patient is 
not in shock. 

3. Blood Pressure and Infusión Rate must be Checked Re- 
gularly. Once the proper infusión rates has been achieved, the 
patient should be checked every 15 minutes. Levophed has a very 


* Since this paper was prepared Binder et al.«2 have reported an additional 
25 cases of severe myocardial shock. In their hands, also, 32% of the patients 
treated with Levophed recovered from the acute severe shock. With the best 
alternative treatment they saved only 6 out of 57 patients, or a survival rate 
of 10-5%. Therefore, in their hands Levophed trebled the chance of svn ival. 
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fast onset of action, 30-60 seconds, and a very short duration, 
3-4 minutes. If the infusión is too fast, hypertension with ectopic 
beats or congestive failure may occur; and, if too slow, the patient 
may relapse into shock. 

4. Sloughs May Occur if Levophed Leaks Out Into Subcu- 

fanecus Tissues.—Leg veins should not be the first choice for Levo¬ 
phed infusions. Leakage of Levophed into the tissues either around 
the needle or through the vein wall, may cause a slough. Experience 
has indicated that this is most apt to occur in the presence of peri- 
pheral vascular disease and particularly when leg veins are used. 
Recently it has been reported that the risk of sloughing is dimi- 
nished if the Levophed is introduced through intravenous polye- 
thylene tubing which is inserted for some distance into the vein. 

If subcutaneous leakage does occur, the skin overlaying the 
area will be markedly blanched. To prevent a slough the infusión 
should be shifted to another site and the area of blanching infil- 
trated with 2% procaine, starting from the periphery of the blanch¬ 
ed area. The area should probably be neither warmed ñor chilled. 
Chilling tends to increase vasoconstriction although it decreases 
metabclism. Warming does the reverse. In any one situation it is 
hard to predict which effect would be most prominent. 

5. Theoretically Levophed may Increase the Danger of Ven- 
tricular Rupture by Increasing Pressure. Rupture is most likely 
to occur 5-8 days after infarction, 58 whereas Levophed is usually 
needed early and may improve oxygen supply sufficiently to pre¬ 
vent the necrosis predisposing to rupture. 

Some people have objected to the use of Levophed because of 
the hypothetical risk of inducing ectopic beats and arrhythmias. In 
the cat, under hydrocarbon anesthesia, epinephrine and Levophed 
are equally effective at inducing ventricular fibrillation. 50 How- 
ever, under these conditions anything which produces hypertension 
may induce fibrillation, and it is not a specific effect of Levo¬ 
phed. In the dog with the coronary artery ligated, the induction 
of too great a rise in blood pressure may cause ectopic beats. 35 
However, an infusión causing only a gradual rise in pressure will 
produce a beneficial effect. In man Levophed has proved effective 
in controlling ventricular and auricular tachycardia 4s presumably 
by improving oxygenation and eliminating anoxic foci. Moreover, 
in patients with complete heart block Levophed has very little 
effect on the heart rate whereas epinephrine has a marked effect. ,!0 
This is in contrast to the dog where Levophed and epinephrine 
exert equal positive chronotropic effects. By improving coronary 
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circulation Levophed has proved effective in preventing ectopic 
beats due to anoxia. However, a large excess of the drug which 
produces severe hypertension may of itself induce ectopic beats. 

6. Levophed Should be Diluted with Glucose Solution Rather 
than with Saline for Infusión. Experience has shown that in 
saline Solutions, where air may be bubbling through, as in infu¬ 
sión bottles, the Levophed gradually oxidizes. This results in the 
need to administer continuously increasing volumes of solution to 
mainta’n an even level of pressure. When glucose solution is used 
to dilute the Levophed or glucose in saline is used, such oxidation 
is largerly prevented and more stable levels of inflow are therefore 
possible. The concentration of the Levophed infusión solution may 
be increased as required if the patient needs so much of the com- 
pound that the excessive fluid volume becomes a problem. 

PROPERTIE3 OF OTHER VASOCONSTRICTORS WHICH PRECLUDE 
THEIR USE IN MYOCARDIAL INFARCTION 

1. Increase Cardiac Output. 

2. Increase Oxygen Consumption, 

3. Increase Cardiac Irritabílity, 

4. Increase Heart Rate. 

5. Cause Coronary Constriction. 

In addition, other vasoconstrictors have been tried and largely 
discarded in the treatment of myocardial infarction because of 
tachyphylaxis (a decreasing effectiveness on repeated administra- 
tion) and ineffectiveness. In regard to the latter point there are 
no cases reported where Levophed has failed to raise the blood 
pressure and other pressor amines succeeded, whereas there are 
numerous examples of the reverse, i.e., where Levophed succeeded 
after the others had failed. 

LEVOPHED IN SURGICAL AND OTHER SHOCK 

The use of Levophed in shock from myocardial infarction de- 
veloped after its wide and extensive use in surgical and other 
shock. Its effectiveness and safety in these have been clearly 
established. An example of its use in shock due to perforated pep- 
tic ulcer is shown in Fig. 2. 

Shock may be classified into two main groups, blood or plasma 
loss and vasodilator shock. A third somewhat controversial cate- 
gory has also been proposed — shock due to cardiac failure, so 


318 Bol. Asoc. Med. de P, R. 


Auosto, 1953 


«(« n 51 «Lúcete <•» | civcotc •« n n b 5% ciucost •« 

U «nr» l«>«0CM SOLUCION U IlOOO Uplasma B NO*mal muñe 



LEVOPHED M r 

bitartrote «oí 

m 5% glucose J; 
(4 Mcgm 

Levophed *o l 

base/cc.) <ol 

dropt/min. c [ 



LEVOPHED 

O'SCOHTIHUCD 


Fremont, Luger, Surks Kleinman 


Fig. 2 


called “forward failure.” A summary of the use of Levophed in 
these catenoides of shock is outlined below. 

A. Blood or Plasma Loss Shock is best treated by replacing 
blood and plasma. Lacking these, or until available, Levophed will 
maintain pressure and circulation to kidneys, brain and heart by 
constricting the venous reservoir, limiting blood flow through 
splanchnic and skeletal muscle blood vessels and by pulling fluid 
out of the tissues. Moreover, its vasoconstrictor action may limit 
plasma and fluid loss into the tissues. 

B. Vasodilalion Shock due to decreased vasomotor tone, reflex 
vasodilation, drugs, toxins, allergic reactions and adrenal failure 
is best treated by constricting the vascular system rather than fil- 
ling it wiíh blood and plasma. In the event of adrenal failure, 
adrenal cortical extract or cortisone should be given with Levo¬ 
phed since it potentiates the action of Levophed. 

C. Cardiogenic Shock due to inability of the heart to maintain 
cardiac output is best treated by limiting the available output to 
the most vital areas, i.e., Levophed to maintain blood pressure, 
and henee coronary flow, and also renal and cerebral flow. 

SUMMARY AND CONCLUSIONS 

1) Intravenous infusión of levo-arterenol (Levophed) greatly 
incrcases the chances of survival in patients who have gone into 








Yon. 47 No. 8 


Tainteu: Coronary Occlttsion 319 


shock following myocardial infarction from coronary spasm or oc- 
clusion. 

2) In mild cases of myocardial shock where the expected sur- 
vival rate is 15%, Levophed infusions more than triple this to 53%. 

3) In severe pulseless cases of myocardial shock where the 
usual survival rate is only 1 out of 20 cases, Levophed infusions 
permits recovery from the acute episode of one out of every three 
cases. 

4) Similar degrees of benefit in other varieties of shock have 
been reported from Levophed administration. 

5) Therefore, the use of Levophed in all the frequent varieties 
of circulatory shock has been found to contribute dramatically to 
recovery of a large proportion of the patients and to markedly 
reduce mortality from this condition. 
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ANAPHYLACTOID SHOCK DUE TO PENICILLIN 


HECTOR CRUZ HERNANDEZ , M.D. 
and 

CESAR R. ROSA-FEBLES, M.D. 
Arecibo, Puerto Rico 


Since the advent of the antibiotics, the incidence of allergic 
reaetions to these agents has increased steadily. Physicians using 
these drugs have encountered many instances of urticaria, angio- 
edema and asthma arising secondary to their use. These episodes 
usually respond favorably to therapy, and as a rule do not end- 
anger the life of the patient. There is another less frequent, but 
very severe type of allergic reaction, which carries with it an ap- 
preciable mortality. This is anaphylactoid shock, so termed, be- 
cause of the great similarity of its signs and symptoms to the 
anaphylactic shock produced experimentally in sensitized labo- 
ratory animáis, specially the guinea-pig. 1 - 2 

In recent years there have appeared in the literature reports 
of both fatal and non-fatal reactions of this sort, follcwing the use 
of Penicillin.' 1 ’ 7 - 1() ’ 12 Anaphylactoid Shock secondary to peni- 
cillin is thus becoming more frequent with the indiscriminate 
use of this antibiotic at times self-prescribed by patients for minor- 
ailments. Although the majority of the cases mentioned in the 
literature are secondary to injected penicillin, it must be borne 
in mind that anaphylactoid shock has occurred following its use 
topically 10 - 12 orally 0 and aerosol. 11 

The signs and symptoms of anaphylactoid shock in humans 
have been described recently by Siegal et al, 5 Curphey, 4 Feinberg 
et al,° and others, following Waldblott’s' 1 first report in the litera- 
ture in 1949. Welch and his co-workers 0 from the U.S. Food and 
Drug Administration, collected a series of 63 cases in a study 
which covered 95 American Hospitals over a period of two years. 
These authors report that as a rule, the patients develop the signs 
and symptoms shortly after the administration of the offending 
substance, i.e., penicillin. The most common manifestations are: 
tightness or a sense of constriction in the chest, dyspnea, intense 
itching or burning sensation in the skin and or in the mouth and 
throat. These symptoms are associated with cyanosis and evidences 
of circulatory collapse usually of severe degree. Instances of frank 
pulmonary edema have also been encountered by these authors. 
Urticaria, angioeclema, and acute edema of the larynx may also 
occur as part of the reaction. Kern and Wimberly, s Feinberg et al/ 1 
and others, have described signs and symptoms attributable to 
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CNS involvement, manifested by stupor, deliriousness, coma, and 
convulsions. 

The above manifestations face us with desperately ill patient, 
making mandatory to institute urgently an adequate treatment in 
order to prevent a fatal outcome. 

A case of anaphylactoid shock secondary to penicillin admi- 
nistration occurred recently at the Hospital Dr. M, Figueroa at 
Arecibo, P. R. Since this type of reaction will probably be seen 
with increasing frequency in the future, it is our purpose to bring 
it to the attention of the Medical profession of the Island. 

CASE REPORT 

A 44 year-old hospital employee received a self-prescribed, 
long-acting procaine penicillin injection of 1,200,000 units. Within 
two minutes, the patient felt nauseated, very weak and fell down. 
His complaint at the time was tightness in the chest. He rapidly 
became very cyanotic and began to gasp for air; was taken to the 
O. R. with pulse and blood pressure unobtainable, unconsciousness, 
swollen tongue, and a labored, stertorous breathing associated with 
a pink, frothy sputum at the mouth and nostrils. 

Auscultation of the chest disclosed fine and coarse rales; the 
heart sounds were distant and weak. Generalized clonic and tonic 
convulsions developed shortly after. He immediately received epi- 
nephrine and coramine intramuscularly; in addition he was ad- 
ministered oxygen by nasal catheter, and aspiration of nasopha- 
ryngeal airways was done. Soon thereafter he was given ouabain 
intravenously, Chlor-trimeton maléate intramuscularly, and 5% 
Glucose in water intravenously to combat the circulatory collapse. 
About 10 minutes after institution of the therapy, the condition 
of the patient began to improve slowly. The cyanosis slowly disap- 
peared, he recovered consciousness and began to talk somewhat 
incoherently, though his pulse and blood pressure were still un¬ 
obtainable. Sixty minutes after the onset of the reaction a thready 
radial pulse could be felt and BP was 60/0. From this point on the¬ 
rapy consisted of intravenous administration of 5% G W, epine- 
phrine, and antihistaminics at regular intervals. 

Five hours after the onset of his signs and symptoms the 
patient was much improved, acyanotic, breathing comfortably, 
with a steady rise in blood pressure and with all evidence of pul- 
monary edema absent. At this time he voided about 175 cc. of 
c’ear uriñe. Laboratory studies including CBC, urinalysis, NPN, 
EKG, and chest X-ray performed at that time and in the next day 
a erythrocyte count of cu. mm. were all within normal limits, 
except for a Hgb. at 134% and 6.5 million, 
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Subsequent laboratory examina tions two days later were all 
within normal limits. 

After the initial critical period the patient had a rapid and 
favorable recovery and was discharged well two days later. 

COMMENT 

Anaphylactoid shock, a very severe and at times fatal type 
of allergic reaction, is nowadays being described with alarming 
frequency secondary to the use and misuse of penicillin. It can 
follow systemic as well as local use of the antibiotics. Clinically, 
the reaction maybe manifested by the presence of shock, cya- 
nosis, dyspnea, pulmonary edema, urticaria, angiodema, stupor or 
convulsions. These patients are critically ill and the condition car¬ 
nes with it an appreciable mortality rate. The treatment of ana¬ 
phylactoid shock varíes, but in general there is agreement as to 
the use of epinephrine, oxygen, antihistaminic drugs (parenterally 
if necessary), adequate I.V. fluids and other general measures 
such as warmth, posture, aspiration of secretions as the case may 
be. 

One has only to realize the inherent menace to the patient’s 
life in anaphylactoid shock to be convinced that the careless use 
of penicillin in patients with known sensitivity to it, is extremely 
dangerous. The physician who carefully investigates the possibi- 
lity of an allergic response on the part of the person to whom he 
plans to prescribe penicillin will sometime be rewarded by not 
bringing upon his patient the threat of fatal or near-fatal anaphy- 
iactoid shock. 


SUMMARY 

A case of acute anaphylactoid shock due to penicillin is re- 
ported. The signs and symptoms of this severe allergic reaction 
are described, together with the treatment. Caution should be 
exercised in administering penicillin to patients with known sensi¬ 
tivity to this antibiotics as a means of preventing anaphylactoid 
shock. 
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CONFERENCIA CLINICOPATOLOGICA 


PRESENTACION DEL CASO 


Primera Admisión: 

S. J. C. H. - 104147 

R. S., un jovencito blanco de 17 años de edad fué admitido 
al servicio de neurocirugía en septiembre de 1952 quejándose de 
dolores de cabeza, diplopia, vértigo y anorexia. 

El enfermo había sido atendido anteriormente en el Hospital 
Municipal de Río Piedras debido a “anemia de severidad mode¬ 
rada”, pero todavía no había recibido medicación alguna. Durante 
el último año había sufrido de cefaleas intensas generalizadas y 
frecuentes, aunque a intervalos irregulares, las cuales se hicieron 
más severas y casi continuas, con localización en el lado derecho, 
durante los últimos tres meses. Alrededor de un mes antes notó 
por primera vez diplopia, vértigo y anorexia. 

El examen físico demostró los siguientes datos: T-99 9 F; P-80; 
R-20; PA-105/70. Había papiledema bilateral, debilidad de ambos 
rectos laterales con un pequeño estrabismo y una reacción pupi- 
lar débil a la luz y a la acomodación. Los reflejos estaban uni¬ 
formemente disminuidos. El resto del examen fué negativo. 

Los exámenes de laboratorio demostraban: hematíes - 3.36 M.; 
hemoglobina - 54%; leucocitos - 7,350 con un diferencial normal; 
orina - 4-8 hematíes y 15-20 leucocitos por campo y muchas bac¬ 
terias en el sedimento; Khan - negativo en dos ocasiones; heces - T. 
Trichiura; Necator Americanus y Ascaris lumbricoides. Tiempo 
de protrombina 19 seg. (control 15 seg.). El líquido cefalorraquí¬ 
deo, cuya presión inicial estaba aumentada, demostró unas pro¬ 
teínas totales de 19 mg. y glucosa 79 mgs. %. No había células 
blancas pero sí muchos hematíes. 

Un arteriograma percutáneo fué negativo y la ventrículo- 
grafía demostró solamente que los ventrículos laterales estaban 
un poco más pequeños de lo normal. 

Durante esta admisión el enfermo recibió dos transfusiones 
de sangre para un total de 750 cc. Un segundo hemograma de¬ 
mostró 3.69 M de hematíes con 75% de hemoglobina y 2,350 leu¬ 
cocitos con un diferencial normal. Unos días más tarde se repitió 
este último recuento y dió 7,250 con 16% eosinófilos y 38% linfo- 
citos. Fué dado de alta mejorado un mes después de admitido. 

Segunda Admisión (4 meses después) 

El enfermo continuó prácticamente bien hasta dos semanas 
antes en que desarrolló un catarro con tos y expectoración de es- 
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puto amarillento. Ocho días más tarde notó la orina de color os¬ 
curo y al día siguiente notó amarillez de las escleróticas. Por lo 
demás se encontraba bien. 

El examen físico reveló T - 98.6 y F, P - 80; R - 20, PA - 122/60. 
Ligera coloración ictérica de la piel y los ojos. El hígado se pal¬ 
paba a 3.5 cm. por debajo del reborde costal derecho en la línea 
clavicular media y no estaba doloroso a la palpación. El bazo se 
palpaba ligeramente en la inspiración profunda. 

Los exámenes de laboratorio revelaron los siguientes datos: 
hematíes - 3.31 M; hemoglobina - 60%; leucocitos - 3,600 con un 
diferencial normal. Orina - albúmina - 2 + , glucosa - negativa; 1-2 
hematíes, 6-8 leucocitos y muchas bacterias por campo. Urobili- 
nógeno pos. 1:10 y trazas hasta 1:40. Bilirubina - 0.48 mg. en 1 
min. y 1.68 mg. en 30 min. Kahn - negativo. Turbidez del timol - 4 
unidades. Preparación para deformación falciforme (sickle-cell 
prep.) - negativa. La orina posteriormente aclaró por completo. 

El tratamiento consistió en reposo en cama, dieta alta en pro¬ 
teínas e hidratos de carbono, y baja en vitaminas y extracto hepá¬ 
tico grasa. A los diez días íué dado de alta muy mejorado y con 
instrucciones de continuar el régimen en su casa y asistir regu¬ 
larmente a la clínica. 

Tercera admisión: (un año después). 

El enfermo continuó bajo observación durante este interva¬ 
lo de tiempo aunque no siguió los consejos e indicaciones terapéu¬ 
ticas, habiendo trabajado continuamente. Varias determinaciones 
de bilirubina durante este tiempo oscilaron entre 0.36 y 0.48 mg.% 
en un minuto y 1.68 y 3.12 mg.% en 30 minutos. La floculación de 
cefalina variaba entre 3 y 4 + . Un mes antes de esta admisión 
empezó a notar nuevamente color oscuro de la orina e ictericia de 
las escleróticas además de cansancio, debilidad general, anorexia y 
pérdida de peso. También había notado un dolor sordo, intermi¬ 
tente y moderadamente severo en el cuadrante superior izquierdo. 

El examen físico reveló una marcada desnutrición y modera¬ 
da ictericia. El hígado se notaba reducido de tamaño a la percu¬ 
sión según un observador y aumentado de tamaño según otro (am¬ 
bos exámenes en distintas fechas). El bazo siempre se encontró 
de 7 a 8 cm. por debajo del reborde costal izquierdo. El abdomen 
estaba un poco distentido y se notaba más pequeña cantidad de 
líquido libre en la cavidad peritoneal. Los orificios de las trepana¬ 
ciones se hallaban distendidos. 

Los exámenes de laboratorio: hematíes - 3.05 M; hemoglobi¬ 
na - 55% ; leucocitos - 1,750 (PMN - 48; L - 36; Eos - 16). Orina - 
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esencialmente negativa excepto por trazas de bilis. Proteínas to¬ 
tales del suero 7.7 gm. (Alb - 4.5; Glob. - 3.2). Fosfatasa alcalina - 
2.73 unidades Bodansky. Heces - ascaris y estrongiloides. Tiem¬ 
po de protrombina 16.6 seg. (control - 14 seg.). Kahn - neg. Va¬ 
rias determinaciones de plaquetas oscilaron entre 66,000 y 96,000; 
las pruebas de Hanger entre 3 y 4 + y la bilirubina entre 0.24 y 
0.6 mg.% en 1 minuto y 0.48 y 3.1 mg.% en 30 minutos. Los tiem¬ 
pos de sangría y de coagulación estaban dentro de lo normal. Va¬ 
rios exámenes de excreta fueron negativos para S. Mansoni. 

Durante esta admisión recibió el mismo tratamiento de repo¬ 
so, dieta alta en hidratos de carbono y proteínas, suplementos de 
vitaminas y extracto hepático. Fué dado de alta a los dos meses 
a pesar de que había habido muy poca mejoría. 

Cuarta Admisión: (3 meses después). 

El enfermo continuó en las mismas condiciones y en la impo- 
s'bilidad de continuar el tratamiento en su casa, fué readmitido 
con los mismos síntomas que la vez anterior. 

El examen físico reveló esencialmente los mismos hallazgos 
que en la tercera admisión excepto que ahora el hígado estaba 
definitivamente pequeño y el bazo sólo alcanzaba unos 5-6 cm. ba¬ 
jo el reborde costal. 

Las pruebas de laboratorio también fueron esencialmente igual 
que en la tercera admisión aunque las plaquetas llegaron a bajar 
a 24,000 y los leucocitos a 1,500. El colesterol fué 171 mg.'/r y la 
prueba del timol 3.2 y 4.3 unidades en dos ocasiones. 

Un estudio radiográfico del esófago demostró várices esofá¬ 
gicas y una radiografía del abdomen confirmó la presencia de una 
masa en el cuadrante superior izquierdo sin calcificaciones que se 
intepretó como bazo grandemente aumentado de tamaño. 

Esta vez el enfermo recibió varias transfusiones de sangre 
además del tratamiento indicado anteriormente. Fué dado de alta 
unos dos meses más tarde ligeramente mejorado. 

Quinta Admisión: (un mes después): 

Después de salir del hospital el enfermo estuvo relativamente 
bien hasta el día antes de admitirse en que empezó a notar dolor 
en ambos cuadrantes superiores acompañado de fiebre y escalo¬ 
fríos pero sin náuseas ni vómitos. Durante el mes anterior había 
tenido heces negras varias veces. 

El examen, además de los hallazgos de las últimas dos admi¬ 
siones, demostró hepatomegalia definitiva. El bazo llegaba a unos 
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5-6 cm. debajo del borde costal y estaba ligeramente doloroso a la 
palpación. 

Las pruebas de laboratorio fueron más o menos como en las 
dos últimas admisiones pero además se notó una reticulocitosis va¬ 
riando entre 3 y 5%. El examen de la médula ósea reveló una re¬ 
acción hiperplástica regenerativa. Una determinación de coles- 
terol fué de 433 mg.%. 

Se le dió el mismo tratamiento que en su cuarta admisión 
y se consultó al departamento de cirugía sobre la posibilidad de 
practicarle una esplenectomía y anastomosis porto-cava pero los 
cirujanos rehusaron intervenir debido a la mala condición gene¬ 
ral del enfermo. 

Mejoró grandemente después de las transfusiones y hasta lle¬ 
gó a trasladarse al departamento de cirugía con vistas a operarse 
pero continuó teniendo febrícula por lo cual fué de nuevo recha¬ 
zado y devuelto al departamento de medicina. Decidió marcharse 
del hospital por su cuenta y en contra de los consejos médicos, 
unos cinco meses después de haber ingresado. 

Sexta y última admisión: (5 días después). 

Regresó el enfermo en muy malas condiciones quejándose de 
fiebre, dispnea y distensión abdominal. Los hallazgos físicos fue¬ 
ron iguales a las últimas admisiones excepto que la malnutrición ha¬ 
bía progresado al igual que la cantidad de líquido ascítico. La piel 
mostraba una red venosa superficial bien manifiesta. 

Los exámenes de laboratorio revelaron de nuevo anemia, leu- 
copenia y trombocitopenia; ligera hiperbilirubinemia y sangre ocul¬ 
ta en la excreta. 

El enfermo empeoró rápidamente desarrollando una diarrea 
sanguinolenta y luego se tornó inconsciente. Resistía, sin embar¬ 
go, los esfuerzos de los médicos para pasarle el tubo naso-gástrico 
para alimentarle y dos veces se lo sacó. Finalmente hubo que ama¬ 
rrarlo. Se le dieron transfusiones, infusiones, etc., a pesar de lo 
cual continuó deteriorando hasta que por fin murió al trigésimo 
día de hospitalización y dos años y medio después de la primera 
admisión. 


DISCUSION CLINICA 


Dr. Manuel Faniagua: 

La primera lectura de este protocolo nos da la impresión de 
que se trata de un caso bastante sencillo. 
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En primer lugar tenemos una admisión al servicio de neuro- 
cirugía con un cuadro de cefalalgia, diplopia, vértigo y papiledema. 
Estudios minuciosos incluyendo un arteriograma y un ventriculo- 
grama son negativos y el líquido cefalorraquídeo solamente de¬ 
muestra un aumento de presión. Este cuadro clínico encaja muy 
bien con el llamado síndrome de Quincke o hidropesía hipertensa 
de las meninges. Es ésta una condición de etiología desconocida 
aunque en algunos casos se ha encontrado una obstrucción del se¬ 
no sagital que entorpece el desagüe normal del líquido cefalorra¬ 
quídeo, causando el cuadro clínico descrito anteriormente. Du¬ 
rante esta hospitalización se encuentra una anemia moderada pa¬ 
ra la cual recibe dos transfusiones de 500 y 250 mi. respectiva¬ 
mente. 

Dado de alta, continúa en aparente estado de salud hasta unos 
cuatro meses más tarde cuando, una o dos semanas después de 
una afección respiratoria, desarrolla lo que se interpreta como 
hematuria acompañada de ictericia. En esta ocasión el hígado se 
encuentra aumentado de tamaño y el bazo se hace palpable. El 
cuadro evoluciona como una hepatitis infecciosa, probablemente re¬ 
lacionada con las transfusiones de sangre recibidas durante su 
primera admisión, y el enfermo recibe el tratamiento indicado pa¬ 
ra esta enfermedad. 

De nuevo es dado de alta pero no sigue las instrucciones mé¬ 
dicas y regresa un año después con un cuadro sugestivo de cirro¬ 
sis. Subsiguientemente desarrolla esplenomegalia, pancitopenia, 
várices esofágicas con repetidas hemorragias, ascitis y después de 
otros dos períodos de hospitalización muere en aparente estado de 
insuficiencia hepática unos dos años y medio después de la prime¬ 
ra admisión. 

El desarrollo de este caso es aparentemente obvio; tan obvio 
que inmediatamente me hace dudar seriamente este diagnóstico. 
He participado en bastantes de estos ejercicios clínico-patológicos 
para sospechar de lo obvio. Por otra parte, cuando repasamos el 
protocolo con un poco de cuidado, encontramos algunos datos que 
no concuerdan con este diagnóstico. 

Durante la segunda hospitalización con el cuadro de aparente 
hepatitis, encontramos solamente una prueba de Hanger y una de 
turbidez del timol, ambas con resultados negativos o normales. Es¬ 
tos resultados están en franca discrepancia con la impresión clí¬ 
nica y aunque soy de los que creo que ésta última es más impor¬ 
tante, no dejo de tener en cuenta esta aparente paradoja en la eva¬ 
luación total del caso. 

Hay otro detalle de laboratorio que me hace dudar grande¬ 
mente al diagnóstico de cirrosis; a través de toda su evolución 
“cuesta abajo”, este enfermo mantuvo un nivel de albúmina en el 
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suero por encima de 3.5 gm. y una proporción de albúmina a glo¬ 
bulina de más de uno. Esto, a mi parecer, es casi incompatible 
con el diagnóstico de cirrosis. Tampoco va con cirrosis una reten¬ 
ción de BSP de solo 6%. 

Por otro lado, el episodio final que precedió a la muerte estuvo 
caracterizado por intranquilidad, irracionalidad y sobresalto más 
sugestivos de hemorragias que de coma hepático. 

Si volvemos de nuevo sobre algunos detalles del protocolo ve¬ 
remos que este enfermo ha padecido de anemia desde antes de la 
primera hospitalización. Esta anemia, de tipo hipocrómico, se man¬ 
tiene en un nivel más o menos estable (entre 2 y 3.5 millones de 
hematíes y entre 5 y 9 gms. de hemoglobina) a través de toda la 
enfemedad. Una anemia de este tipo en un individuo bien nutrido, 
como se describe el enfermo en su primera admisión, merece una 
investigación más completa antes de proceder a transfusiones. De 
ahí en adelante se hace más difícil establecer un diagnóstico exac¬ 
to del tipo de anemia; sin embargo, el hecho de que está acompa¬ 
ñada de ictericia y de esplenomegalia me hace pensar en la posi¬ 
bilidad de una anemia hemolítica. La ictericia de variable intensi¬ 
dad y la anemia que se acentúa con su aparición podrían ser de¬ 
bidas a pequeñas crisis hemolíticas. La leucopenia y trombopenia 
pueden ser explicadas por el hiperesplenismo. La médula ósea hi- 
perplástica también es compatible con este diagnóstico como es el 
hecho de que mejorara con las transfusiones. 

Solamente mencionaré dos de las anemias hemolíticas por pa- 
recerme las más posibles en este caso. En primer lugar la anemia 
hemolítica congénita; la edad del enfermo y la prueba de Cooms 
negativa están ambas en favor de esta posibilidad. Por otro lado, 
la anemia depranocítica quizás podría explicarnos mejor algunos 
de los fenómenos trombóticos que, como diré más adelante, creo que 
son muy patentes en este caso. De hecho, esta atractiva hipótesis 
podría explicarnos el cuadro de hipertensión meníngea de la pri¬ 
mera admisión, debido a una posible trombosis del seno venoso sa¬ 
gital. Es cierto que la raza del enfermo y una prueba negativa de 
deformación de los hematíes están en contra de este diagnóstico 
pero eso no lo elimina por completo. La prueba puede ser negati¬ 
va en casos de anemia depranocítica ¿no es así, Dra. Ferrer-Pi- 
ñero? 

Dra. Lillian Ferrer-Piñero — Así es. 

Dr. Paniagua — Y esto nos trae a una tercera posibilidad que 
voy a mencionar sólo para descartarla; la púrpura trombótica trom- 
bocitopénica, caracterizada por anemia, esplenomegalia, púrpura 
y fenómenos trombóticos especialmente en el sistema nervioso 
central. La duración de la enfermedad y la ausencia de púrpura 
están en contra de este diagnóstico. 
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Y llegamos ahora al último episodio. La descripción de la eta¬ 
pa final me parece un poco violenta para un coma hepático. La 
intranquilidad, sobresalto y desorientación del enfermo me su¬ 
gieren mejor una hemorragia —probablemente por várices esofá¬ 
gicas. Sin embargo, los dolores sordos en el abdomen superior, el 
rápido aumento de la ascitis y las diarreas con sangre me hacen 
pensar en una posibilidad muy atractiva: una trombosis gradual 
de la vena porta. Esto explicaría todo el cuadro clínico incluso 
la hipertensión portal, esplenomegalia, pancitopenia, várices eso¬ 
fágicas y hemorragia final. 

Resumiendo, diré que no creo que este enfermo tuviera ci¬ 
rrosis. Puede que tuviera una hepatitis aguda pero no es proba¬ 
ble. Me parece que el cuadro es uno de anemia hemolítica, posi¬ 
blemente drepanocítica, con fenómenos trombóticos incluyendo un 
episodio de trombosis del seno venoso sagital, trombosis de la vena 
porta con hipertensión portal, pancitopenia secundaria e hiperes- 
plenismo y rotura de várices esofágicas con hemorragia como epi¬ 
sodio final. 

Dr. Darío Del Ñero — ¿Ha considerado usted la posibilidad 
de una trombosis de la vena esplénica; el llamado síndrome de 
Banti? 

Dr. Paniagua — El llamado síndrome de Banti es cuadro clí¬ 
nico caracterizado por esplenomegalia con o sin hepatomegalia, as¬ 
citis y várices esofágicas que en la inmensa mayoría de los casos 
es debido a una cirrosis hepática. Ya dije que no creo que este 
enfermo tuviera cirrosis. En cuanto a la posibilidad de una trom¬ 
bosis de la vena esplénica solamente la creo remota pues no hay an¬ 
tecedentes de trauma. Además, creo que esto es parte de cuadro 
de fenómenos trombóticos diversos y me parece más probable que 
la obstrucción sea en la porta aunque posiblemente ccn extensión 
a la esplénica. 

Diagnósticos clínicos: 

1. Hepatitis a virus (debido a suero homólogo) 

2. Cirrosis post-necrótica 

3. Hipertensión portal 

4. Esplenomegalia congestiva con hiperesplenismo 

5. Várices esofágicas con rotura y hemorragia 

Diagnósticos del Dr. Manuel Paniagua: 

1. Anemia hemolítica (probablemente deprmocílica) 

2. Trombosis del seno venoso sagital 

3. Trombosis de la vena porta 
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4. Hipertensión portal 

5. Esplenomegalia 

6. Várices esofágicas con rotura y hemorragia 

í)r. Víctor M. Araán: En la necropsia nos encontramos con un 
hombre caquéctico y con decoloración ictérica de las escleróticas. 
Había además, edema moderado de las extremidades inferiores. 
El abdomen estaba distendido y se percibía fácilmente una oleada 
ascítica. La cavidad peritoneal contenía 5,000 cc de un líquido 
transparente y amarillento. El bazo pesaba 1.050 gm. y estaba 
íntimamente adherido a la cúpula diafragmática izquierda. La 
cápsula esplénica estaba engrosada irregularmente, variando en 
espesor de 0.5 a 2.5 cm. Además estaba cubierta por un tejido gris 
blancuzco, firme y duro que cortaba con resistencia. La pulpa es¬ 
plénica subyacente a las zonas de engrosamiento capsular, aparecía 
con un color gris azulado y exudaba una cantidad mínima de ma¬ 
terial hemorrágico. En otras zonas tenía un color rojo oscuro, 
firme y mate correspondiendo a zonas de infarto, claramente de¬ 
limitadas del resto del parénquima. Pequeños nodulos de un co¬ 
lor pardo obscuro se veían por toda la superficie del corte, a ex¬ 
cepción de las zonas de infarto. Los corpúsculos de Malpigio es¬ 
taban completamente obliterados. Los vasos del hilio esplénico 
estaban engrosados y dilatados; en la luz se podían ver trombos 
en estadios distintos de organización. Las paredes de los vasos 
estaban engrosadas y cortaban con marcada resistencia. Estaban 
además envueltas en un manto espeso de tejido conectivo que las 
hacía resaltar claramente. En conjunto ofrecían un aspecto angio- 
matoide. Disecando las venas esplénicas hacia la pulpa del órga¬ 
no, pudimos comprobar que la trombosis se extendía hasta la ve¬ 
cindad de los infartos recientes, mientras que aquellas regiones 
que mostraban tejido conectivo viejo estaban en la vecindad de 
estructuras vasculares transformadas en cuerdas sólidas. En gene¬ 
ral se notaba una resistencia marcada al corte del bazo. Desga¬ 
nadamente la disección de la esplénica no se hizo también en la 
dirección de la porta, así que no pudimos asegurarnos de la 
posibilidad de una extensión de la trombosis a la porta mis¬ 
ma. El hígado pesó 1,260 gramos. La cápsula era normal 
y el órgano carecía de hallazgos macroscópicos a excepción de una 
apariencia a “nuez moscada” muy típica de los hígados afectos 
de congestión crónica. Los demás órganos eran normales macros¬ 
cópicamente. Quisiera hacer aquí un inciso para felicitar al Dr. 
Paniagua por su discusión que ha sido llevada muy de acuerdo 
con los hallazgos anatcmopatológicos. Como él muy bien obser¬ 
vó, el paciente no tenía hepatitis infecciosa. Si tal evento fué par¬ 
te de su enfermedad en el pasado, no quedaban hitos que nos in- 
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dicasen siquiera remotamente tal posibilidad. Si hubo hepatitis, 
ésta en verdad, poco o nada tuvo que ver con lo que causó los sín¬ 
tomas y eventualmente el exitus del enfermo. No había ni infil¬ 
tración linfocítica, ni zonas de regeneración hepática, ni aumento 
del retículo, ni distorsión de la arquitectura normal del lóbulo he¬ 
pático. Había sí un edema manifiesto del espacio linfático de Diesse 
y un cierto grado de degeneración parenquimatosa reversible, he¬ 
chos ambos que han sido probados ser resultado de anoxia o hi- 
poxia agonal, por H. Popper y su escuela. Otro dato de más in¬ 
terés y que tiene relación directa con la causa real de la enfer¬ 
medad en este caso, fué la presencia en varias ramas de la vena 
porta y de la hepática de trombos en estadios distintos de orga¬ 
nización. (Fig. 1) Esto no era algo difuso y que afectase a la ma- 



Fig. 1. Hígado. Trombosis de una de las ramas de la vena hepática. Nótese 
la marcada dilatación de las venas y de sus tributarias, asi como la intensa 
congestión venosa de los sinusoides circundantes. X 360, reticulina de Wilder. 


yor parte de las ramas de la porta, sino limitado a unas pocas, 
como pudimos comprobar en las secciones múltiples que se toma¬ 
ron. En estas ramas portas se notaba una dilatación marcada de 
la luz y un ligero aumento del conectivo perivascular, pero sin que 
este afectase a los otros constituyentes de la triada porta, como 
se ve en las cirrosis sea cual fuere su etiología. No había pues ni 
hepatitis, ni cirrosis. El bazo mostraba todos los caracteres his- 
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topatológicos de lo que se ha venido llamando síndrome de Banti. 
Además de la desaparición total de los centros germinativos en 
los folículos se notaba un incremento marcado del conectivo. Esto 
correspondería a lo que Banti mismo llamó fibroadenia; los senos 
venosos estaban dilatados, había una hiperplasia de las células re- 
ticuloendoteliales y un aumento acentuado de la reticulina como se 
ve en las impregnaciones argénticas que se hicieron. Los nodulos 
pardos vistos macroscópicamente, corresponden a lo que se cono¬ 
ce con el nombre de nodulos de Gamna-Gandy (Fig. 2), y que son 



Fig. 2. Bazo. Nodulo de Gamna Gandy. Obsérvese la fibrosis marcada del 
estroma esplénico. X 80. Hematoxilina-Eosina. 


el resultado final de focos de hemorragia, que se incrustan con cal¬ 
cio y pigmento férrico al mismo tiempo que hay una marcada pro¬ 
liferación de fibras elásticas y del tejido conectivo. Como la pre¬ 
cipitación de las sales de hierro y calcio ocurre en las fibras elás¬ 
ticas, éstas aparecen, a primera vista, como estructuras simila¬ 
res a los micelios y ha dado lugar en el pasado a que se atribu¬ 
yese a una micosis la etilogía del Banti. Tinciones especiales y un 
estudio más detallado de la histopatología ha demostrado el error 
de tal aserto. Es preciso recalcar aquí que ninguno de estos ha¬ 
llazgos son característicos de nada. A lo sumo se diría que son 
típicos de las esplenomegalias congestivas sea cual fuere su ori¬ 
gen. Se ven nodulos de Gamna-Gandy en la anemia a células fal- 
ciformes (sickle cel anemia), en las esplenomegalias congestivas 
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(ie tipo cardíaco, en cirrosis con esplenomegalia marcada y en un 
sin fin de entidades que dan como resultado estasis esplénico y 
hemorragias secundarias en el parénquima. 

Además de estos focos de hemorragias antiguas había mu¬ 
chas zonas de la pulpa con hemorragias más recientes. Pero lo 
más notable fué el examen de las venas y arterias. Las venas es¬ 
taban dilatadas y su luz ocupada por trombos (Fig. 3), la mayor 



Fig. 3. Bazo. Angiomatosis cavernomatosa y trombosis de las venas espléni- 
cas. La luz de un vaso está reemplazado por tejido conectivo con gran nú¬ 
mero de capilares. Gran engrosamiento de la pared vascular. X 96, reticulina 
de Wilder. 


parte viejos y organizados e incluso con revascularización inci¬ 
piente. Otros eran más recientes pero era evidente ya el comienzo 
de organización. Las arterias eran asiento de un proceso de en- 
darteritis proliferativa y ambas, venas y arterias estaban circun¬ 
dadas por un tejido conectivo abundante y conteniendo un número 
variable de macrofagos con o sin pigmento férrico ingerido. La apa¬ 
riencia de las venas era la de una transformación angiomatoide 
típica. Ahora bien, si ésta ocurrió como resultado de la trombosis 
y si fué la causa de ella es punto difícil de asegurar. ¿Cuál fué 
pues la causa de la trombosis en este caso? No había historia de 
trauma, la causa más común de las trombosis esplénicas; no había 
historia de enfermedad embolizante que pudiese causar tal tras¬ 
torno; no había razón para clasificar el caso como anemia a célu- 
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las falciformes y no existía cirrosis. Osler, hace ya muchos años, 
puso de relieve la relativa frecuencia con que se ven en la clínica 
casos de trombosis de la esplénica con cuadro final de insuficien¬ 
cia hepática y sin cirrosis. Hay muchos pacientes que desarrollan 
este síndrome sin que uno pueda determinar la naturaleza o agen¬ 
te del mismo. Es ésta la razón por la que el nombre de Banti aún 
permanece en la literatura dando nombre a un síndrome que no 
siempre puede catalogarse por lo que atañe a sus bases etiológicas. 
En Egipto, un estudio llevado a cabo por investigadores ingleses 
puso de relieve la frecuencia de este síndrome en pacientes con 
esquistosomiasis. En nuestro caso no había evidencia alguna de 
esquistosoma a pesar de la frecuencia de esta infestación en Puer¬ 
to Rico. Finalmente nos queda como una razón la posibilidad de 
que el paciente tuviese una malformación vascular del bazo, lo 
que se llama transformación cavernomatcsa, muy bien estudiada 
por Moschowitz. 

El paciente nuestro tenía a mi juicio desde un principio un 
síndrome hiperesplénico. Esto explicaría como subrayó el Dr. Pa¬ 
nlagua, la anemia y la neutropenia que afectaren al paciente des¬ 
de un comienzo. Esta anemia quizás explicase también las inten¬ 
sas cefalalgias que sufrió, ya que la anoxemia es facíor favorable 
para cualqu'er manifestación de tipo cerebral, incluso edema. Y 
a medida que el bazo aumentó de tamaño y la trombosis se re¬ 
pitió y progresó, así aumentaron los síntomas, primero la acen¬ 
tuación de la anemia, luego los dolores en el hipocondrio izquier¬ 
do, más tarde la esplenomegalia y la ictericia que siempre tuvo 
un carácter hemolítico mas bien que hepatocelular y finalmente 
la ascitis y las vár'ces esofágicas y la circulación colateral de la 
pared abdominal. La ruptura de una de estas várices íué el episodio 
final. Como hallazgo incidental mencionaré la presencia de numero¬ 
sos trombos en las ramas de la arteria pulmonar, todos ellos recien¬ 
tes y probablemente de origen pélvico o más bien de las venas de las 
piernas. Esto es algo que ocurre con frecuencia en pacientes ca¬ 
quécticos, gravemente enfermos y como resultado de las trombosis 
de los plexos venosos. 

Naturalmente había también una acentuada nefrosis colérni- 
ca. El cerebro mostró pequeños focos de encefalomalacia también 
corrientes en pacientes que han sufrido anoxemia durante un pe¬ 
ríodo de varias horas. Por lo demás nada de interés pudo hallarse 
que pueda explicar directamente la causa de las cefalalgias ini¬ 
ciales. 

Otros hallazgos de menos interés y resultado de la enferme¬ 
dad crónica fueron atrofia testicular y atrofia muscular mode¬ 
rada. 
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Diagnóstico Anatomopatológico 


Trombosis de la vena esplénica y de las ramas de la vena 
porta y hepática (Síndrome de Banti) 

Infartos del bazo, recientes y viejos, múltiples 

Esplenomegalia 

Periesplenitis 

Congestión pasiva del hígado 
Embolismo pulmonar difuso 
Nefrosis colémica 

Varices esofágicas con ruptura y hemorragia gastroentérica 
Ascitis 

Atrofia testicular 
Encefalomalacia, focal 
Hiperplasia de la médula ósea 
Ictericia 


PLAN FOR THE DISTRIBUTION OF THE POLIOMYELITIS 
VACCINE UNDER THE NATIONAL VOLUNTARY DISTRIBU- 
TION SYSTEM ANI) FOR ITS ADMINISTRARON UNDER 
THAT SYSTEM AND UNDER FEDERAL GRANTS THEREFOR* 

I. RESPONSIBILITY AND AUTHORITY OF THE 
DEPARTMENT OF HEALTH. 

In accordance with the recomendations of the National Ad- 
visory Committee on Poliomyelitis Vaccine and at the request of 
the Secretary of Health, Education and Welfare, the Governor 
of Puerto Rico designated the Department of Health, as repre- 
sented by its Secretary, as the single agency to direct the distri- 
bution of the poliomyelitis vaccine in the Commonwealth of Puer¬ 
to Rico. 

The Department of Health of Puerto Rico is charged by law 
with the duty and responsibility of dealing with all matters which 
have to do with the health of the people. With relation to the distri- 
bution of vaccine his responsibility must be commensurate with 
the voluntary character of the system. 

The Department of Health of Puerto Rico is authorized to 
receive from the Federal Government any and all grants intended 
to promote the health of the people and to administer programs 
under such grants subject to any applicable laws and regulations 
both Federal and of the Commonwealth. 

II. BACKGROUND: THE EPIDEMIOLOGY OF POLIOMYELITIS 
IN PUERTO RICO. 

Statist’cal data on the occurrence of acute paralytic polio¬ 
myelitis in Puerto Rico is available in the records of the Depart¬ 
ment of Health since 1928 when a small outbreak in a rural settle- 
ment was studied. Cases have been recorded yearly since 1980 
when another small rural outbreak was studied. Island-wide epi- 
demics have occurred in 1942 with 117 recorded cases (rate 6.0 
per 100,000 pcpulation), in 1946-47 with 358 cases (rate 17.2 for 
the entire outbreak) and in 1954-55 with 501 recorded cases be- 
tween November 1, 1954 and June 30, 1955 (rate 22.5 for the 
entire period). Otherwise, the year-by-year recorded cases and the 
case rates with relation to total population are as follows for the 
years indicated: 

* Issuetl by the Department of Health of the Commonwealth of Puerto Rico. 
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Year 

Cases 

Case rate 

1946 

307 

14.8 

1947 

57 

2.7 

1948 

38 

1.4 

1949 

52 

2.4 

1950 

28 

1.3 

1951 

89 

3.9 

1952 

57 

2.5 

1953 

31 

1.4 

1954 

118 

5.3 


Generally, the epidemiology of poliomyelitis in Puerto Rico is 
that of poliomyelitis in tropical, underdeveloped countries: 

(1) relatively low incidence of paralytic poliomyelitis with 
a tendency to gradual increase as socio-economic and sanitary pro- 
gress is made; 

(2) what paralytic poliomyelitis there is, in epidemic as well 
as in non-epidemic years, occurs at an earlier age than in highly 
developed communities; 

(3) early natural immunity of a high proportion of the po- 
pulation, a thecretical deduction from (1) and (2) above, except 
for the fact that in 1930 McKinley and Soule (Proc. Soc. Exper. 
Biol. and Med., 1931, 29, 168) found neutralizing antibodies in the 
bloods of all of 8 unselected individuáis. 

The age distribution of 363 confirmed cases recorded between 
November 1, 1954 and March 25, 1955 is as follows: 


Age Group 

Recorded 

1 

Cases | 

Per Cent of 

Total 

1 

1 

Cumulative 

Percentage 

Under 6 monthg 

11 

1 

3.0 


1 

3.0 

Six to 11 months 

49 

1 

13.5 



16.5 

One to 2 years 

193 

1 

53.2 


1 

69.7 

Three to 5 years 

71 

1 

19.6 


1 

89.3 

Six to 9 years 

27 

1 

7.6 


1 

96.7 

Ten years or older 

12 

1 

3.3 


1 

100.0 

This age distribution 

is very 

much the 

same 

as 

that for the 


1942 and the 1946-47 epidemic outbreaks and as that of the cases 
occurring in non-epidemic years. There is no noticeable tendency 
as yet for its increasing occurrence in the older age groups. During 
the 1954-55 outbreak the occurrence of cases in rural and urban 
settings has been exactly the same as the distribution of the 
general population, namely 52 per cent rural and 48 per cent urban. 
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III. COMBINED NFIP-COMMONWEALTH VACCINATION PROGRAM 

Up to the time of the writing of this plan, no vaccination 
has been carried out under the NFIP program. 

In accordance with the recommendations of official represen¬ 
tativos of the American Medical Association, the American Aca- 
demy of Pediatrics, the Association of State and Territorial Health 
Officers, the American Public Health Association and the U. S. 
Department of Health, Education and Welfare (Jan. 10, 1955) the 
NFIP did not originally allocate any vaccine to Puerto Rico. Upon 
inquiry, since Puerto Rico contributes annually to the NFIP funds 
through an organized chapter, the reason for the exclusión was 
later given as that “the pattern of epidemic poliomyelitis is con- 
siderably different from that experienced in the Continental United 
States and the territories of Alaska and Hawaii ” and “it seemed 
inadvisable to extend the program outside of the United States 
and the territories of Alaska and Hawaii”. Subsequently, the NFIP 
sent doctor Robert Ward, Professor of Pediatrics at the New York 
University Medical School, to look into the situation. Upon his 
recommendation, the NFIP decided to allocate 50,000 vaccines 
(then supposedly of 3.0 cc.) to Puerto Rico, to be administered to 
children 6 months to 2 years of age (children born between July 1, 
1952 and December 31, 1954). There are in Puerto Rico 187,000 
children in this age group (and 170,000 in the first and second 
grades in school plus some 35,000 who should be in those grades 
but are not in school). 

On June 16 Parke Davis & Company and Eli Lilly and Com- 
pany contracted to supply the Government of Puerto Rico 17,846 
vials of vaccine of 9.0cc. each as soon as marketing conditions 
permitted. 

Neither the NFIP ñor Parke Davis & Company and Eli Lilly 
and Company have delivered this vaccine. When we have all of it 
on hand. (all three deliveries), we intend to go ahead with the 
vaccination of this group, hoping to reach about 80 per cent of 
the total. The Department of Health is ready for this task and 
will undertake it within two weeks of the receipt of the total vac¬ 
cine expected for this combined NFIP-Commonwealth Program, 
specific plans for which are as follows: 

For one entire week every public health unit in the Common- 
wealth, one in each town, will dedicate itself exclusively to this 
vaccination (except that communicable disease control, —including 
ambulatory treatment of tuberculosis— and slaughterhouse daily 
inspections will be continued). The first injection will be admi¬ 
nistered to 130,000 to 140,000 children in this age group during 
this week. Four (4) weeks later every public health unit will 
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again dedícate practically its entire personnel and time to the task 
of administering the second injection. Education to this end is 
now going on in every municipality, and it will be intensified as 
soon as the exact date is set on which vaceination is to begin. 

The necessary equipment is on hand and the personnel of 
every health unit has been trained in the details of record keep- 
mg, the administraticn of the injection, etc. 

Proof of age will be expected but not required except in case 
oí great doubt (every chilcl in this age group has been given a 
cei uficate oi registration at the time of birth registration). No 
inquines are to be made concerning economic status. 

TV. TENTATIVE CONTINUING COMMONWEALTH VACCINATION 
PROGRAM WITHOUT FEDERAL AID. 

The Legislature of Puerto Rico has included in the appro- 
priations for the Department of Health, fiscal year 1955-56, the 
sum of $200,000 for the purchase of poliomyelitis vaccine. We 
had p.anned to administer the third dose to those included in the 
combined NFIP-Commonwealth Program abcut 7 months after the 
íirst injection. We do not know when this might fall due since we 
do not know when the NFIP vaccine will be delivered, ñor when 
Parke Davis & Company and Eli Lilly and Company will deliver 
the vaccine they have contracted for. 

We had planned to vaccinate as many as possible of the chil- 
dren in the 3 to 5 year oíd group, the group with the second highest 
susceptibility; this group represents a total population of 232,000. 
We al so planned to vaccinate before next Spring, in March and 
Api il, (2 injections) all children who had reached the age of G 
months (born between January 1, 1955 and August 31, 1955) 
some 40,000 children. 

(1) 1 he administration of the third injection to the children 
vaccmated under the combined NFIP-Commonwealth Program 
would be done again by every public health unit devoting one 
entire week almcst exclusively to this task. 

(2) The vaceination of the approximately 40,000 children who 
nad reached the age of 6 months by March 1956 (born between 
January 1, 1955 and August 31, 1955) would be done by each 
nuble health unit devoting two (2) full clays of March and two 
(2) full days of April to this activity. It is estimated that we can 
vacc.nate about 26,000 children daily throughout the entire Island. 

(3) The vaceination of the 3 to 5 year oíd would be done by 
each public health unit cledicating one day, or part of one day, 
each week lo this activity, except cluring the weeks when groups 
(1) and (2) were being vaccinated. 
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The appropriation for this program was $200,000 for the fiscal 
ycar 1955-58, to be applied approximately as follows, at curren! 
prices of the vaccine ($0.65 per cc.). 

(1) For third injection to group (1), 140,000 children at one 

injection each $90,000.00 

(2) For vaccination of group (2), 40,000 children 

at 2 injections each, 52,000.00 

(3) For vaccination of approximately 45,000 of the 

children in group (3), 58,000.00 

It had been planned to obtain a yearly Commonwealth appro¬ 
priation of $200,000 with which each year we would vaccinate 
approximately 60,000 children which would reach each year the 
age of six (6) months ($120,000.00) and about 40,000 yearly of 
the unvaccinated $80,000.00) in the now 3 to 5 year oíd, expand- 
ing the elligible group upwards to inelude those reaching the age 
of 9 years (not quite the tenth birthday) whenever they were 
reached. 

It was felt that a large-scale vaccination program in children 
over 10 years of age was not justified under present circumstances. 
No case of poliomyelitis has been registered in Puerto Rico in a 
pregnant woman, which is perhaps due to the fact that probably 
natural immunity at the age of 15 is quite universal. 

V. TENTATIVE COMMONWEALTH VACCINATION PROGRAM 
WITH FEDERAL ASSIiSTANCE. 

1. The uncertainty that there is even today concerning the 
date on which any vaccine will be available to Puerto Rico and 
of the amount of vaccine which will periodically be available be- 
fore the manufacturers reach máximum production makes it quite 
impossible to formúlate any definite plans of action even with 
the expectation that federal assistance will be available. 

2. Under the circumstances, we should go ahead with the 
combined NFIP-Commonwealth Vaccination Program as planned 
and as described in III above soon after Parke Davis & Company 
and Eli Lilly and Company deliver the vaccine for which they have 
contracted. Parke Davis & Company should be enabled to make 
this delivery during the first month of vaccine being available; 
1954-1955 fiscal year íunds have been obligated and this purchase 
cannot be split at this time. 

3. The federal allotment of funds to Puerto Rico is calculated 
to provide enough vaccine for 41 per cent of the population up to 
20 years of age. If it should be accepted that large-scale vaccination 
is justified only up to age 9, the total federal assistance allot- 
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msnt would be sufficient to vaccinate 100% of the population up to 
9 years of age (or very cióse to 100 per cent) which would be ap- 
proximately 41 per cent of the population under 20 years of age. 
Sec. 4 (a) of Senate Bill 1948, as amended (to June 14) seems to 
preelude the possibility that the total federal grant can be so used. 

4. Any realistic program for vaccination against poliomyelitis 
in Puerto Rico should be based on the following order of priorities 
based on relative susceptibility of age groups: 

lst priority, children 6 months to 2 years of age 

2nd priority, children 3 to 5 years of age 

3rd priority, children 6 to 9 years of age 

4th priority, children 10 to 20 years of age. 

5. The third injection shall be given to the participants in the 
combined NFIP-Commonwealth Program during one week to be 
dedicated to this purpose by every public health unit 7 months 
after the first injection. This will complete the vaccination of the 
First Priority Group in the course of the current fiscal year if 
the first injection can be administered no later than September. 

6. During two (2) days in March and two (2) days in April, 
1956, all public health units will devote their entire personnel and 
effort to vaccinating (first and second injections) children who 
have arrived at the age of 6 months and have not been vaccinated 
as under 2, this section. 

7. For the vaccination of the Second Priority Group, as well 
as for the vaccination of First Priority Group, children who did 
not come for vaccination during the development of the combined 
NFIP-Commonwealth Program as under 2, this section, every 
public health unit shall set aside one day every two weeks, the 
same day for all of them throughout the Island and to be designated 
by the Secretary of Health. The weeks on which 5 and 6 above, 
this section, are to be carried out shall be excluded, as also any 
week on which the designated day is a legal holiday. If federal funds 
are available, and sufficient vaccine, this phase of the Program 
can be initiated very soon after the combined NFIP-Commonwealth 
Program (2 injections) is completed. Because of uncertainty in this 
respect, it is impossible to estimate how many children will be vac¬ 
cinated in the course of the current fiscal year, but assuming that 
in the course of one full calendar year 22 such days can be devoted 
to this activity, at a capacity of 26,000 children (injections) per 
vaccinating day, 286,000 can be vaccinated (2 injections) in that 
length of time besides whatever number is reached by the combined 
NFIP-Commonwealth Program with some 187,000 potentially elli- 
gible. This signifies 473,000 may have been vaccinated by December 
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1956, and probably represents the population up to 10 years of 
age. No plans should be made íor vaccination of the Fourth Prior- 
ity Group prior to 1957. (During 1957 there would be, besides the 
complete vaccination of thoae arrived at 6 months of age, the 
administration of the third injection to some of those who receive 
the íirst 2 injections during the previous calendar year.) 

8. During the period during which any priority group is being 
vaccinated, every elligible child in that group will be offered the 
opportunity of being vaccinated, irrespective of economic status or 
place of residence; also those in priority groups previously offered 
the opportunity to get vaccinated if they did not at the time avail 
themselves of the opportunity. 

9. The entire facilities of the Department of Health for edu- 
cation of the public will be used to assure participation of the largest 
possible number of each priority group. This ineludes the mobili- 
zation of the community as such and the assistance of other govern- 
mental agencies —the school system, the Agricultural Extensión 
Service of the University of Puerto Rico, the Social Programs or¬ 
ganizaron of the Department of Agriculture, the Community Edu- 
cation División cf the Department of Education, etc. It also in- 
cludes the use of all media and techniques for such education. 

10. If the demand for vaccination in any priority group after 
the First Priority Group exceeds the 41 per cent which is covered 
by the federal grant within each priority group, Commonwealth 
funds will be available for the vaccination of any children demand- 
ing vaccination in excess of the said 41 per cent within that prior¬ 
ity group. 

11. The above program provides for the vaccination of the 
population to (approximately) age 10; furthermore, it covers prac- 
tically the entire peried during which the federal grant allocations 
is available. It is now felt that, in the light of the nature of the 
paralytic poliomyelitis situation in Puerto Rico and in the light 
of the urgeney and overcrowding of other public health programs, 
no more time and effort of the public health units should be dedi- 
cated to this program than is herein indicated. Since it implies 
that not all of the federal grant allocation will be used, the oppor¬ 
tunity is requested to submit, as experience may díctate, the neces- 
sary amendments in the near or more distant future. 

12. It can ba^ anticipated that some children within each 
priority group will be vaccinated by prívate practitioners rather 
than through the governmental program even if the opportunity 
to be vaccinated within the governmental program is offered to all 
irrespective of economic status. It might be estimated that about 
20 per cent of the total will be vaccinated through the prívate 
practice of medicine after prívate practitioners and their clients 
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regain confidence in the vaccine; not before. (Seventy to 80 per 
cent of families are considered to be medically indigent on the basis 
of having less than $2000 annual income per family, but many of 
these prefer to go to prívate practitioners and buy their own me¬ 
dicines). 


VI. PLAN FOR DISTRIBUTION 

A large demand can probably not be expected from prívate 
practice and the direct purchase of the vaccine; not at least in 
the early days of distribution. On or about April 15 one manu- 
facturer distributed 7,000 ampules directly to physicians and to 
drugstores. The distribution to drugstcres was fair roughly pro- 
portionate to population of munieipalities; it can be said that it 
was probably available to anyone who wanted to buy it. There 
was no binding agreement that it could be prescribed or sold for 
any particular priority group and it is well known that it was 
administered to children of all ages and to adults. On May 24 
all drugstores were asked to report on the number of víais they 
had on hand; on June 22, one month later, a random sample of 
29 drugstores throughout the island reported they still had on 
hand 89.6 per cent of the vaccine they had on 24 May. 

All 6 manufacturers of the vaccine, except one, distribute all 
their proclucts from stock maintained in Puerto Rico by their 
direct representatives, orders from whole-salers and from retail- 
ers being received by them. The one exception (Eli Lilly and Com- 
pany) has a representative in Puerto Rico who maintains no stock; 
orders may be sent to him for transmittal to the factory or may 
be sent directly to the factory by five whole-sale distributors. 
In no case are deliveries made directly from the factory to the 
retailers. 

Up to the time of the writing of this plan, none of the manu¬ 
facturers’ representatives has received any instructions from their 
concerns, ñor any notice of the agreements they have entered into 
for distribution at the national level. They are requesting infor- 
mation and instructions from their respective concerns, but foresee 
difficulties ahead in the plans for distribution which are pres¬ 
cribed at Ihe national level. 

(1) They foresee difficulties in by-passing the whole-salers, 
an integral part cf the usual, normal, marketting process. The 
12 whole-salers in the island have no organized association at the 
moment, henee can not be represented in the Advisory Committee. 
They will have to be approached individually for agreement on the 
general policies of distribution and reporting if they are not to be 
left out. Manufacturers’ representatives have no instructions from 
their companies to by-pass them. 
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(2) Copies of invoices to retailers wili nave to come from 
whole-salers if they particípate in the distribution system; the 
manufacturers or the manufacturers’ representatives will send 
copies of invoices as deliveries are dispatched to whole-salers. The 
manufacturer’s representatives question whether there is a legal 
basis for stopping deliveries to retailers because of non-compliance 
with agreements on reporting by them. The manufacturers’ re¬ 
presentatives also forsee difficulties if physicians specify in their 
prescriptions the particular manufacturer whose vaccine they wish 
to be dispatched. 

(3) There are 556 drugstores in Puerto Rico, some 400 of 
which are members to the P. R. Retad Druggists Association. The 
Association is not affiliated to any similar national association 
but commits its members to the agreements. The Pharmaceutical 
Association (membership of all registered pharmacists is compul- 
sory by law) commits its members to the agreements. 

(4) The manufactuers’ representatives agree to the general 
policy of distribution to which their concerns have agreed at the 
national level, subject to eventual decisions concerning the parti¬ 
ciparon or non-participation of whole-salers in the distribution 
system. 

(5) Initially, 20 per cent of the monthly supply of vaccine 
will be tagged for distribution to the retad busmess through 
drugstores (surgical supply houses do not distribute biologicals 
in Puerto Rico). Eighty (80) per cent of the monthly supplies in 
Puerto Rico will be tagged for purchase by the Government of 
Puerto Rico in accordance with available funds and the month- 
to-month demands of the vaccination program. 

(6) As the allotment of vaccine for Puerto Rico fcr the follow- 
ing month is known, a determination will be made as to the amount 
thereof to be purchased by the government within the 80 per cent 
allocated to the public vaccination program. Drugstores will be 
immediately requested to signify the number of víais they are 
desirous of obtaining for the following month. The Department 
of Health, in agreement with the manufacturers’ representatives, 
with or without the concurrence of the whole-salers depending 
on whether they particípate or not, will distribute amongst them 
the vaccine available to the retad trade within the 20 per cent 
alloted to it. If in any one month on which the Government is not 
to purchase its entire allotment there is a demand for the retad 
trade in excess of the 20 per cent alloted to it, the necessary ad- 
justments will be made so that as much gees into the re'ail trade 
as there is a demand for and subject to the determination, in as 
íar as it can be determined, that the vaccine is being administered 
only to the age group for which at the time it is intended. The 
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Public Health Service will be notified of the total to be absorbed 
out of the allotment of that month to Puerto Rico, and what pro- 
portion of it is to go to the retail trade and how much to the 
Governmental Program. 

(7) There are 1,200 physicians in Puerto Rico, of which 700 
are members of the Puerto Rico Medical Association which is an 
affiliate of the American Medical Association. The Puerto Rico 
Medical Association pledges its members to abide by the agree- 
ments on which the voluntary control system is predicated. 

(8) The manufacturers’ representatives, for the manufact- 

urers, working through their distributors or not through them, 
agree to: . . „ 

(a) Abide by the tentative 80 per cent allocation of the month- 
ly Puerto Rico quota of vaccine to the government and 20 per cent 
to the retail trade, subject to the changes thereof which public 
demand in the retail trade, the needs of the public programs and 
the availability of the vaccine may justify, the actual percentage 
to be decided upon by the Secretary of Health of Puerto Rico in 
consultation with the Advisory Committee. 

(b) Send a copy of each invoice, whether deliverv is made to 
whole-salers, retailers or physicians, to the Secretary of Health 
of Puerto Rico on the same day on which delivery is dispatched; 
if whole-salers particípate in the distribution system, they are to 
—in turn— submit to the Secretary of Health one copy of each 
invoice on the day on which every delivery is made. 

(c) Endose if they make the deliveries themselves, or come 
to be enclosed if delivery is made by whole-salers as distributors, 
in every delivery to retailers, sufficient copies of the printed form 
of the Public Health Service now known as Form C —“Report on 
Retail Pharmacy or Surgical Supply House on Poliomyelitis Vac¬ 
cine Sold”. 

(d) Distribute the vaccine available to the retail trade to 
drugstores throughout the island in accordance with the demand 
in the light of the vaccine available and as decided upon by the 
Secretary of Health. 

(e) Withhold delivery of vaccine to any whole-saler, retailer 
or physician who does not comply with the terms of the agree- 
ment, subject to the limitations that the voluntary character of 
the distribution system imposes. 

(9) The Pharmaceutical Association (College) of Pharmacists 
and the Association of Drugstore Owners bind their members to 

(a) Sell no vaccine except under prescription írom a duly 
licensed. physician, in accordance with the law. 

(b) Make a weekly report of sales to the Secretary of Health 
of Puerto Rico, in the form now known as Form C of the Public 
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Health Service, “Report of Retail Pharmacy or Surgical Supply 
Iiouse on Poliomyelitis Vaccine Sold” which will be included by 
the manufacturer or distributor with every delivery of the vaccine. 

(10) The Puerto Rico Medical Association pledges its mem- 
bers to 

(a) Vaccinate or prescribe vaccine only for children in the 
age group for which vaccination is intended at the time in accord- 
ance with the approved Plan except in exceptional meritorious 
cases. 

(b) Keep accurate records of the cases vaccinated by them 
through their prívate practices including ñame and address, date 
of birth, dates of injections, sites of injections, ñame of manufact¬ 
urer and lot number of each injection and volume thereof, unto- 
ward effects. 

(c) Not to stock-pile vaccine in excess of their actual neecls 
for vaccination of children within the age group being vaccinated 
at the time. 

(11) The Department of Health of Puerto Rico pledges itself 
to administer the plan of distribution of vaccine within the limi- 
tations imposed by its voluntary character and nature by: 

(a) Setting up an Advisory Committee, already appointed, 
which consists of 

Mr. Francisco Castagnet, Puerto Rico representative of 
Wyeth Laboratories, representing the representativos in 
Puerto Rico of the six (6) manufacturers of vaccine. 

Dr. Guillermo Arbona, Professor of Preventive Medicine 
and Public Health and Head of the Department, School of 
Medicine of the University of Puerto Rico. 

Dr. Alberto Díaz Atiles, Chairman of the Section of 
Pediatrics, Puerto Rico Medical Association, representing the 
Puerto Rico Medical Association. 

Dr. Egidio S. Colón Rivera, Puerto Rico Chairman of 
the American Academy of Pediatrics. 

Mr. Esteban Amador, President of the Pharmaceutical 
Association (College of Pharmacists) in representation 
thereof. 

Mr. Santos Feliú, President of the Puerto Rico Retail 
Druggists Association (drugstore owners whether pharma¬ 
cists or not) in representation thereof. 

This Committee as a whole will advise on matters pertaining 
to distribution of vaccine and related aspects. The three physicians 
will constitute an Advisory Technical Subcommittee on technical 
matters pertaining to age group priorities, the public vaccination 
program, techniques, etc. 
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(b) Set up the administrative staff and organization within 
the structure of the Department of Health, if federal funds are 
available, for handling matters pertaining to distribution. 

(1) Reeeiving invoices from manufacturers or distributors 

(2) Reeeiving reports from drugstores 

(3) Establishing allocations for the retail trade in the various 
municipalities. 

(4) Keeping track of vaccine distributed to municipal juris- 
dictions through public vaccination program. 

(5) Setting up system for detailed statistics on vaccine dis¬ 
tributed to the municipal jurisdictions as the area units 
for distribution of the vaccine in relation to number of 
children in the priority groups being vaccinated succes- 
sively. Prepare forms therefor. 

(6) Prepare reports for the Public Health Service and/or 
the National Advisory Committee. 

(c) Establish clinics in public health units and subunits 
—urban and rural, as necessary, to assure that the vaccine and 
its injection is in an orderly fashion available to children in the 
designated priority groups who are not otherwise vaccinated pri- 
vately and have vaccination requested by their parents or guard- 
ians. 

(d) Make every possible effort to have all groups concerned, 
as well as the general public, adhere to the orderly fashion in 
which the vaccination is to be carried out according to the priority 
groups. 

(e) Carry out, with the assistance of other public and private 
agencies, the educational campaign that will assure participation 
by the largest possible number of the elligible amongst the suc- 
cessive priority groups. 

(f) Watch for iniquities in the distribution of vaccine avail¬ 
able, either in the retail trade or in the public vaccination program, 
correct them whenever possible and report to the U. S. Public 
Health Service as necessary. 
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Chloral Hydrate in Suppository Form 



The NEOCERA Base 
A special blend of water-soluble 
waxes requiring no refrigeration. 
Advantages 

Non-barbiturate, non-cumulative 
and no gastric disturbances. Ac- 
curate and pre-measured dosage 
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irritation. No leak-back after in- 
sertion. Rapid solubility assures 
prompt sedation. 
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Todos los alimentos 
BEECH-NUT para bebés 
han sido aceptados por el 
Consejo de Alimentos y 
Nutrición de la Asociación 
Médica Americana, como 
también todas las afirma¬ 
ciones en cada anuncio de 
Alimentos BEECH-NUT 
para bebés. 


Cuando una madre preocupada le pregunte 
qué hacer para que su bebé coma más, usted 
puede ayudarle a comprender que un niño 
obtiene mayores beneficios de sus alimentos 
cuando los come con gusto. 

No se puede esperar que un niño prospere 
desde el punto de vista nutricional ni emotivo, 
cuando las horas de sus comidas están impor¬ 
tunadas por ruegos y contrariedades. 

Es beneficioso para sus pequeños pacientes el 


que BEECH-NUT incorpore al agradable sabor 
de sus alimentos un positivo valor nutritivo. 
Ahora, con más variedad que nunca entre la 
cual escoger, BEECH-NUT hace más fácil que 
las madres complazcan a los pequeños pacien¬ 
tes de usted, y mantener felices las horas de 
las comidas. 

Una amplia variedad que usted puede reco¬ 
mendar: Sopas de Carne y de Vegetales, Frutas, 
Vegetales y Postres. 


BEECH-NUT 


ALIMENTOS para ÑIÑOS 


Envasados en frascos de cristal 

Distribuidores Exclusivos para Puerto Rico: C 

JOSE MALGOR y CIA., Tetuán 305, San Juan, Puerto Rico—Teléfono: 2-2200 
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A LOS SEÑORES MEDICOS 


Nos complacemos en recordarles que desde hace 25 
años somos distribuidores de los productos de ELI 
LILLY, de los cuales siempre tenemos completo 
surtido en existencia. 
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Diciembre 6-10, 1955 
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THE NEW YORK POLYCLINIC 

ESCUELA DE MEDICINA Y HOSPITAL 

Organizada 

en 1881 

La Primera Institución Médica de América para Postgraduados 
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GARGANTA 



A two monfhs fu 11 time com- 
bined surgieal toarse compris- 

Curso combinado de tres meses 



ing general surgery, traumatic 

consistente de asistencia a clínl- 



surgery, abdominal surgery, gas- 
troenterology, protology, gyneco- 
logical surgery, urológica! surgery. 
Attendance at lectures, witnessing 

cas, presencia en operaciones, con. 
ferencias, demostración de casos 
y demostraciones en el cadáver; 



operations, examination of patients 

operaciones de ojos, oídos, nariz y 



pre-Operatively and post operati- 

garganta en el cadáver; demos- 



vely and follow-uo in tile wards 

¿raciones clínicas y en el cadáver 



post-operatively. Pathology, radi- 

sobre broncoscopía, cirugía de la 



ology, physical medicine, anestlie. 

laringe y cirugía facial; refraccio. 



sia, Cadáver demostratons in 

nes; radiología; patología, bacte- 



surgital anatomy, tlioracic sur- 

riología y embriología; fisiología; 



ge ry, proctology, orthonedics. 

neuro-anatomía; anestesia; medi- 



Operative surgery and operative 

ciña física; alergia; examen pre- 



gyneeology on the cadáver; at¬ 
tendance at departmental and ge¬ 
neral conferences. 

operatorio y post-operatorio de 
pacientes en las salas y clínicas. 



RADIO LOGIA 

--- 



Revisión comprensible de los 
■•onceptos de física y altas mate- 

A COMPREHENSIVE COIRSE 



■náticas necesarios, interpretación 
de placas, todos los procedimien- 

IN MEDICINE 



tos diagnósticos de uso standard. 

Neptember 15, 1954 to Juse 12, 1955 



métodos de aplicación y dosis de 

A full time course covering an 



radioterapia, radi u m y rayos 

Academic Year (9 months) is of- 



X; procedimientos fluoroscópicos 

fered to Gradantes of Foreign Me- 



standard y especiales. Revisión de 

dical Schools who require turther 



lesiones dermatológicas y tumores 

training to meet tlie requirements 



susceptibles de radioterapia, así 

of certa i n State Doards of Medical 



como los métodos y cálculos de 

Examiners. It is a Comprehensive 



dosis en los tratamientos. Espe- 

Intensive Course, placing particu- 



cial enseñanza de los más nuevos 

lar emnhasis on the basic Sciences, 



métodos diagnósticos por medios 

and covering the various branches 



de contraste (broncografía) al li- 

of Medicine and Surgery. 



piodol, uterosalpingografía, visua- 

For Information nbout this and 



lización de las cámaras cardíacas, 

Otlier Courses—Address: THE 



Insuflación perirrenal y pielogra- 

DEAN, 345 West 50tli Street, 



fía. Se incluyen instrucciones so¬ 
bre disposición y dirección de de¬ 
partamentos radiólogos. 

New York 19, N. Y'. 


Para información sobre estos y otros cursos diríjase a: 

The Dean, 315 West 50íh St., New York 19, N. Y. 



ASOCIACION MEDICA DEL DISTRITO ESTE 

ASAMBLEA ANUAL 

Agosto 26 y 27, 1955 
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PROGRAMA RADIAL 


“LOS MEDICOS 



11 


ESCUCHELO TODOS LOS DOMINGOS A 
LAS 12:00 M. 

A TRAVES I)E LA WKAQ 
O LAS RADIOEMISORAS DE 
PONCE Y MAYAGUEZ 


ASOCIACION MEDICA DEL DISTRITO ESTE 


ASAMBLEA ANUAL 


AGOSTO 26 y 27, 1955 
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NEW! 


Handy, 

Delicious 

ADJUDETS* 



Dextro-Amphetamine—Multivitamin Troches 
For Reducing Diets 

ADJUDETS look—and taste—like delicious candy. An effec- 
tive appetite-depressant, ADJUDETS permit the patient to 
take his medicine anywhere without the need for water 
Furthermore, they offer these notable advantages: 




• Reduce excessive desire for food—safely, effec- 
tively (produce less central nervous stimulation 
than racemic amphetamine) 

• Make the patient more cooperative 

• Safeguard ‘starving’ patient against vitamin 
deficiencies 

• Convenier.ee and economy 

Suppüed: On prescription on!y, bottles of 36 

ADJUDETS* 



AMPHETAMINE—MULTIVITAMIN TROCHES 
Diet sheets for your patients are available upon request. 

WYETH INCORPORATED 
Philadelphia 2, Pa. 

•TrademarK 


Distribuidores: FRANCISCO N. CASTAGNET, INC. 
P. O. Box 2506 - San Juan, P. R. 








la confianza que inspira el saber 

“ILOTICINA 

(Eritromicina, Lilly) 

produce una rápida recuperación en la gran mayoría de las 
infecciones bacterianas tratadas por los médicos. En adi¬ 
ción a ser tan eficaz, la ‘Iloticina’ es notablemente innocua; 
el equilibrio de la flora intestinal no es alterado por ella 
de manera significativa. Además, como la ‘Iloticina’ des¬ 
truye los patógenos, éstos no pueden volverse resistentes 
ni diseminar las infecciones; y como es un antibiótico de 
acción rápida, las infecciones ceden pronto. Por último, la 
‘Iloticina’ es químicamente diferente, de modo que virtual¬ 
mente los patógenos grampositivos no tienen resistencia 
inherente a ella aunque la tengan a otros antibióticos. 

Recete ‘Iloticina’ en sus distintas formas convenientes, entre las 
cuales figuran las siguientes: 

Tabletas de 'Iloticina,’ Cristali¬ 
na, con Cobertura Especial, 

100 y 200 mg. 

‘Iloticina,’ Rx Pediátrica 
Carbonato de Etilo Cristalino 
Cada cucharadita (5 cm 3 ) con¬ 
tiene 100 mg de ‘Iloticina’ 

Frascos de 60 cm 3 . 

‘Iloticina’, Gotas 
Carbonato de Etilo Cristalino 
50 mg por cada 0.5 cm 3 (5 mg 
por cada gota) 

Frascos de 10 cm 3 . 

También disponible: 

‘Iloticina-Sulfa’ (Eritromicina con Sulfonamidas Triples, Lilly) 

En forma de tabletas y en suspensión oral. 


‘Iloticina’, Otica 

Glucoheptonato con Polimixina 
B y Benzocaína 
5 mg por cm 3 

Caja combinación con cuenta¬ 
gotas 

‘Glucoheptonato de Iloticina’ 
(Glucoheptonato de Eritromici¬ 
na, Lilly), I. V. 

Frascos de 20 cm 3 , 250 mg. 

‘Iloticina’ Cristalina, Ungüento 
10 mg por g 
Tubos de 14 g 

‘Iloticina’ Cristalina, Ungüento 
Oftálmico 
5 mg por g 
Tubos de 3.54 g 



CALIDAD - INVESTIGACION - INTEGRIDAD 


Eli Lilly Pan American Corporation 
Indianapolis 6, Indiana, E. U. A. 
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A WEALTH OF FEATURES 

every pathologist needs 

wn Pathologist’s 
bp Y« Microscopes 

^■ • EXCLUSIVE "AUTOFOCUS” STOP facilitates study of slides 
of similar chickness in rapid succession. It also reduces slide 
breakage and prevents racking objectives into the condenser. 



• EXCLUSIVE "FINCH GRIP” BUILT-ON MECHANICAL 
STAGE enables slides to be interchanged without disturbing 
stage settings. 


• COMPLETELY NEW 10X OBJECTIVE is tapered for better 
oblique top lighting and provides a crisp, color-corrected 
image. 


. ATTACHED SUBSTAGE ILLUMINATOR, optional equip- 
ment, furnishes convenient, permanently adjusted full-field 
illumination. 


• CHOICE OF LOW POWER "FINDER" OBJECTIVES hclps 

in revealing tissue patterns and locating desired fields. 


• AMERICOTED OPTICS, if desired, reduce internal reflections 
and provide better image contrast. 


The new AO Spencer Pathologist’s Microscopes inelude many 
features suggested by leading Pathologists. They permit 
rapid diagnosis, comfortable posture, convenient operation, 
reduced eye fatigue. The fine adjustment is closer to the stage 
and provides better finger clearance. Dual-knob coarse and 
substage focusing Controls are always instantly adjustable 
to the degree of tensión you desire. The stand is stur- 
dier and more massive, yet much lighter in weight. 
Every feature has been thoroughly tested and proven 
capable of longer, harder wear than ever before. 


You owe it to yourself. See your AO Distributor today and 
compare these outstanding new pathologist’s Microscopes 



INSTRUMENT DIVISION . BUFFALO 15. NEW YORK. 


Representantes Exclusivos: 

PUERTO RICO OPTICAL COMPANY 

San Francisco #363 - San Juan, P. R. 
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UtlOM* 


sol 

Intrav 


artiüscu^ 


enous 


to relieve nausea and vomiting 
of pregnancy and ¡n adoles- 
cent acné '/ 


pyríbéxin 


iPyridoxine HCI **■ Thiamine CLloride) 
Each l cc contains: 

Viiamin Bl .50 mg 

Vitamin B6.50 mg 

VIAIS OF 10 cc 


IROBLEX 


for use in hypochromic and 
tritional anemias 


(Iron - Liver - B Complexl 
Each cc contains: 

Thiamine HCl (Bl) . 100. 

Riboflavin (B2) 0.Í 

Pyridoxine HCl (B6) . 1. 

NICOTINAMIDE . 50. 

IRON CACODVLATE . 10. 

LIVER (10 U.S.P. UNTES 

PER CC) . o.; 

Phenol (As preservative) 0.5% 

VIALS OF 10 cc 


Improved 


Formula 


NION CORPORATION los angeles 38, california 

JOAQUIN BELENDEZ SOLA, INC. 

PO BOX 1 188, SAN JUAN, PUERTO RICO 














































For three decades Casec has been 
strikingly effective in the symptomat- 
ic management of infantile diarrhea. 

Casec (calcium caseinate) is 88 per 
cent protein, and provides generous 
amounts of calcium. When Casec is 
sdded to the formula in simple diar¬ 
rhea, the physician can expect prompt 
relief from loose and frequcnt stooís 
in the great majority of cases. Ai the 
same time, protein depletion is effcc- 


tively prevented. The happy result is 
quick relief of diarrhea and a rapid 
convalescence. 

Casec is simple to use. The mother 
merely adds the prescribed amount 
of Casec to the formula. Most physi- 
cians recommend the addition of 4 
tablespoons of Casec to the formula, 
decreasing the amount gradually as 
the diarrhea clcars. 

Available in 3VS and 30 ounce cans. 


Mead Johnson & co. 

E VA N S V I L L E 2 1, I N D..U.S. A. 


P. O. Box 3081 — San Juan, P. E. 


















Well KNOWN and prescribed by physicians in nearly 
every civilúed country, Nion B'Nutron also has patient 
acceptance with its remarkable taste appeal. 


BOTH TABLETSAND SYRUP 

NOW HAVE VITAMIN B :2 AND FOL1C ACID ADDED 

An outstanding achievement is the complete stability of crystalline 
vitamin Bu and folie acid in the B'Nutron Syrup. Non-aícoholic, 
good-tasting, this smooth'flowing syrup has ohvious advantages in 
pediatrics and geriatrics. 

For other age groups the easy'to-swallow size, sugar-coated B'Nut' 
ron tablets provide essentially the same formulation. 


B-NUTRON FORMULA 


IM 


Each teaspoonfuI (5cc.) contains 2 m g. thiamin h. el. fBj), 0. 5" mg. 
riboflavin (B 2 ), 10 mg. niacinamide, 0.2 mg. py ridoxine (B e ), 0.2 
mg. ca. pantothenate, 2 memg. vitamin B n >, 0.02 mg. folie acid, 1 
grain ferrous gluconate, and g rain manganese sodium citrate. 


Nion Corporation 


LOS ANGELES 38 • CALIFORNIA 


Representantes para Puerto Rico 

JOAQUIN BELENDEZ SOLA 

Apartado 1188, San Juan, P. R. 



































Salicylates and cortisone have com- 
plewentary action whert combined ... 

Smaller doses of each are sufficient to 
produce a therapeutic response equiv- 
alent to massive cortisone therapy. 
With smaller doses, side effects are 
absent, thus permitting SALCORT 
therapy over a prolonged period. 
THERE ARE NO WITHDRAWAL 
PROBLEMS WITH SALCORT. 

Salcort provides safe, dependable re- 
lief in arthritic affections. Early func- 
tional improvement and a sense of well 
being are significant in a large per- 
centage of patients. 


Each tablet contains: 

Cortisone Acétate .2.5 mg. 

Sodium Salicylate .0.3 Gm. 

Aluminum Hydroxide Gel, dried.0.12 Gm. 

Calcium Ascorbate . 60 mg. 

(equivalent to 50 mg. ascorbic acid) 

Calcium Carbonate . 60 mg. 


professional literature and sample 
available on request 

THE S. E. MASSENGILL COMPANY 

BRISTOL, TENNESSEE 



Distribuidores: COMERCIAL GODEL - Calle Europa 802 
Tel. 3-1061 - Santurce, P. R. 

P. O. Box 1081 - San Juan, P. R. 


















































DESITIN 

hemorrhoidal 

SUPPOSITORIES 

with cod liver oil 


are safe, conservative therapy 

in hemorrhoids 



WM ¡¿¡^¿duLATÍ. 

mAz .. 

sale, cotiAí 


because they provide healing crude Norwegian 
cod liver oil (rich in vitamins A and D ard 
unsaturated íatty acids, in proper ratio 
for máximum efficacy). 

emollient, protective, lubricant to relieve 
pain, itching and irritation rapidly... to 
minimize bleeding and reduce congestión. 

contain no styptics, narcotics 
or local anesthetics, so 
they wi11 not mask 
serious rectal disease. 
Easy to inserí and 
retain. 

Compositíon of Desitin Supposi- 
tcries: crude Norwegian cod tiver 
oil, lanolin, zinc oxide, bismuth 
subgallate, balsam perú, cocoa 
butter base. Boxes of 12 foil 
wrapped suppositories. 


for samples, please write • • . . DESITIN CHEMICAL COMPANY • 

i ' 70 Ship Street • Providence 2, R. I. 


Distributor: 

Calle Europa 802 
Santuree, Puerto Rico 
COMERCIAL GODEL, INC. 






C I B A 

SUMMIT, N. J. 

2/2103M 


potent anti-diarrhea agent 
now available in the U.S.A. 

Entero-Vioforrn, a powerful agent for use in 
simple infectious diarrhea and amebic dysen- 
tery, is now available for the first time in the 
United States. This well-tolerated, virtually 
nontoxic anti-diarrhea agent is especially 
useful for travelers, vvho are particularly 
vulnerable to diarrhea. 

Entero-Vioforrn is available in tablets (also 
known as \ioform® tablets), each contain- 
ing 250 mg. iodochlorhydroxyquin U.S.P. 

VIOFORM^(iodoch!orhydroxyqu¡n U.S.P. CIBA) 



moderna terapéutica 


en VAGINITIS 


50% de las mujeres enfermas sufren de derrames 
vaginales, y su pH es el índice. 

Siendo la acidez el factor terapéutico más importante 
en Vaginitis, DOMOGYN, con un óptimo pH de 4.2, 
controla rápida y efectivamente esa condición, resta¬ 
blece óptima acidez y normaliza la flora vaginal. 



Una cucharadita de DOMOGYN en polvo o el con¬ 
tenido de un sobre de DOMOGYN, en dos litros de 
agua caliente, forman una suave ducha terapéutica. 


De venta en todas las farmacias 



DOME CHEMICALS INC. 

109 W. 64th St., NEW YORK 23, N. Y. 


Distribuidores: LUIS GARRATON, INC. 

Fortaleza 352 - Tel. 3-1593 - Apartado 2984 - San Juan, P. R. 
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Acetazolamida LEDERLE 


Un nuevo diurético oral . . . 

No es mercurial ni derivado de xantina 

El DIAMOX, ampliamente probado y comprobado ya 
en clínicas y laboratorios, es un nuevo producto que 
se indica para el régimen del edema de pacientes cardíaco». 

Administrado todas las mañanas, redunda en una 

copiosa diuresis que dura de 6 a 12 horas 

(sin interrumpir el descanso nocturno del paciente). 

El DIAMOX no es un irritante gastrointestinal ni rensi. 

El DIAMOX no produce efecto tóxico cumulativo, 
ni cuando se lo administra, como se 
recomienda, durante un período indefinido. 

Viene en tabletas ranuradas de 250 mg para uso oral 



. . un timbre de honor 


Clarea registrada 


LEDERLE LABORATORIES, CO, 
1470 Fernández Juncos Ave. 
Santurce, P. R. 




















Para el Tratamiento de las ANEMIAS 


armatinic 

activado capsuletas 

Cada capsúlela de ARMATINIC ACTIVADO 
contiene: 

Sulfato Ferroso Desecado. 200 mg. 

*Crystamín... 10 mcg. 

Acido Fótico... 1 mg. 

Acido Ascórbico (Vitamina C). 50 mg. 

| Hígado Fracción II, N. F. 

con Duodeno Desecado.. .. 350 mg. 

*la Vitamina Bt2 Cristalina de los Laboratorios Armour 
f El hígado se digiere parcialmente con una cantidad 
igual de duodeno durante el proceso de manufactura. 

Vitamina B 12 con "activador" mas concentraciones efectivas de todos los demás 
principios hemopoyéticos para asegurar una rápida y completa respuesta hemo» 
poyética. 

armatinic 

el nuevo LIQUIDO hematínico 

Cada onza fluida de ARMATINIC LIQUIDO 
contiene: 

Fracción Hepática I (Clarificada).... 1.25 gm. 
Citratos de Hierro y Amonio F.E.U.. . 1.30 gm. 

Acido Fótico.. 2.0 mg. 

*Crystamín.:. 20.0 mcg. 

*La Vitamina B 12 Cristalina de los Laboratorios Armour 

Para una efectiva y rápida respuesta clínica y un sabor refrescante. El Armatinic 
Líquido suministra Vitamina B 12 Cristalina con hígado clarificado y otros importantes 
principios hemopoyéticos en una forma líquida, fácil de tomar, con un sabor agradable. 



PRESENTACIÓN: Frascos de 4 y 8 oz. 



PRESENTACIÓN: Frascos de 50 y 100. 



THE ARMOUR LARORATORIES cbicago 11 . iiimois. e. u. *> 


TERAPEUTICA FISIOLOGICA MEDIANTE LA INVESTIGACION BIOQUIMICA 


This advertisement appeamn the November, 1952 issue of the following publicaban*: 
America Clínica El Farmacéutico Sinopsis Medica Internacional 


Distribuidor: LUIS GARRATON, INC. 

Fortaleza 352 - Tel. 3-1593 - Apartado 2984 - San Juan, P. R. 
















a^cca 




óptima en 
la nigiene 
femenina 


Clarion 


Por su indiscutible elegancia cosmética, clarbon satisface aún a las 
damas más escrupulosas. La eficacia terapéutica de clarbon, unida a 
sus propiedades como ducha detersoria, desodorante y desinflamante, 
son razones que explican su preferencia para la higiene rutinaria de la mujer. 

La solución de clarbon, con su grado pH 3.5 a 4.5, restaura la acidez 
normal del conducto vaginal y su baja tensión superficial 
aumenta su eficacia terapéutica. 

La ducha vaginal con clarbon se prepara fácilmente, disolviendo dos 
cucharaditas llenas del polvo, por cada litro de agua tibia, 

aplicándose luego como irrigación en la forma acostumbrada. 

El polvo clarbon se presenta en tarros de tres onzas. 


THE S. E. MASSENGILL COIVSPANY 

Bristol, Tennessee 

Distribuidores: COMERCIAL GODEL, INC. • Calle Europa 802, 
Santurce, P. R. • Tel. 3-1061 • P.O. Box 1081, San Juan, P. R. 


true choleretic action 


WHAT IT IS 


Gallogen is a true choleretic, not a bile sale. It is the synthetic active 
ingredient of the ancient drug Cúrcuma. Chemically it is the dietha- 
nolamine salt of the mono-d-camphoric acid ester of p-tolylmethyl 
carbinol. 


WHAT IT DOES 

Gallogen acts directly on the hepatic cells--quickly and positively. 
A marked increase in the formation of bile by the liver follows its ad- 
ministration. This is natural, whole bile in volume and composition. 
Administered to patients with normal liver functions and patients with 
various liver impairments, Gallogen produces a choleresis in proportion 
to the functional capacity of the liver. This choleresis is prompt and 
lasting, the flow beginning in about one hour and lasting one hour or 
more after the onset. 


WHAT IT’S FOR 

Gallogen is indicated whenever it is desirable to increase the flow of 
bile, encourage activity of the gallbladder and promote normal function 
of the biliary system. Gallogen is therapeutically effective in biliary 
dyspepsia, chronic cholecystitis, nonobstructive cholangitis, biliary dys- 
kinesia, biliary stasis, pre- and postoperative conditions where the flow 
of bile is sluggish. 

Gallogen is a useful adjunct in cholecystectomized patients and in 
conditions characterized by incomplete digestión of fats and carbo- 
hydrates, and lack of intestinal motility. 

In X-ray visualization, Gallogen facilitares cholecystography by stim- 
ulating secretion of whole bile. 


G a I I 


Gallogen has a long record of clinical safety. It is nontoxic in thera- 
peutic doses. Gallogen is not habit-forming and may be administered 
over long periods of time without developing a tolerance to the drug. 


Contraindicated in acute biliary conditions, common duct obstruc- 
tions, acute hepatitis or marked cholangitis. 

PROFESSIONAL LITERATURE AND SAMPLES AVAILABLE 


THE S. E. MASSENGILL COMPANY Bristol, Tenn. 


Distribuidores: COMERCIAL GODEL - Calle Europa 802 
Tel. 3-1061 - Santurce, P. R. 

P. O. Box 1081 - San Juan, P. R. 









Afo-t 9kan /Uo-tte ■— 

but many other nutritional factors are usually 

involved in SECONDARY ANEMIAS 

FERBETEX 

S lMÑp 

supplies a well-rounded, well balanced therapeutic 
combination of essentials. 

Each tablet provides : 


FERROUS GLUCONATE _3 grains 

LIVER CONCENTRATE_3 grains 

B-COMPLEX VITAMINS 

Thiamin _ 2 mg. 

Riboflavin _ 2 mg. 

Ca. Pantothenate _ 1 mg. 

Pyridoxine _ 0.5 mg. 

Niacinamide _10 mg. 

FOLIC ACID _ 0.5 mg. 

ASCORBIC ACID _20 mg. 

and 

VITAMIN B-12 _3 micrograms 


An Efficient hematopoietic, FERBETEX is remarkably well toler- 
ated, with óptima! nutrient utilization, and least gastrointestinal 
upsets. 

Bottles of 50 and 100 capsules shaped tablets. 

Physicians’ Samples and Literature upon request. 

Exclusive Distributors: 

JOAQUIN BELENDEZ-SOLA, INC. 

P. O. Box 1188 Tel. 3-5010 


San Juan, Puerto Rico 
















physicians and youngest patients alike... will welcome 
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ACCESSORY INTRAPLEURAL ECTOPIC LIVER LOBE 

DAVID^RODRIGÜEZ-PEREZ, M.D. 

Rio Piedras, P. R. 

Intranleural accessory liver most be a rare finding from both, 
the anatomical and pathological points of view. In the literature 
reports are made of ectonic liver 01 * lobes in the chest, but in 
reading the reports, it is easy to discover that the publications 
concern herniated lobes or liver thru one or the other diaphrag- 
matic leaf. The author wants to make it clear, that in this re- 
port we are dealing with a case of ectopic liver tissue, totally 
independent in the right pleural cavity with the bile duct, portal 
system, lying over an intact diaphragm. The pedicle of the liver 
pierces thru the diaphragmatic cupple into the abdominal liver 
so that, on deflation of the lung, the liver seems just to “sit” over 
the right diaphragm, moving freely in the chest and hanging 
only from its rather small pedicle. 

In reviewing the literature it has been impossible to 
íind the above described picture in the human. We find only a 
description of this type of ectopic liver in the cow, as described 
in 1889 by Guinard 1 who was Sanitary Inspector at Dijon. Be- 
fore this, all reports on animáis and man were simple diaphrag¬ 
matic herniations of the liver. 

In 1925 Thomas S. Cuellen 1 ' from Hopkins, aíter finding a 
small accessory hepatic lobe springing from the gall-bladder, made 
the most exhaustive study of the subject. He reviewed the litera- 
ture up to his time, but such a case as we are reporting here was 
not found by this author. 

We turned to the Reference División of the Armed Forces 
Medical Library and they kindly reviewed the Quarterly Cummu- 
lative Index Medicus as well as the Excerpta Medica and Current 
list of Medical Literature. We personally searched the Index Ca¬ 
talogue of the Library of the Surgeon General’s Office and all 
the references sent to the author as well as the personally studied 
references lack to reveal a parallel case to the one being reported. 
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REPORT OF A CASE 

Case C. G. Unit No. 116179 - Bayamón Dist. Hospital. 

The patient is a 15 year oíd white girl who on a routine 
X-Ray was íound to have a mass in the right lower chest in the 
supradiaphragmatic región. For this reason was sent to us for 
diagnosis and treatment. The physical examination as well as the 
laboratory data were essentially within normal limits. 

X-Rays were taken again. The reading by our Radiologist 
is as follows: 

“Chest: there is noted a relatively round mass in the supra¬ 
diaphragmatic area of the right chest laterally and posteriorly 
in position. Its borders are smooth and there is no evidence of 
calcification in this mass which measures 6 cms. in its greater 
diameter. The border of the diaphragm is sharply delineated and 
the lower border of the mass follows its contour suggesting sepa- 
ration from the diaphragm but a fairly collapsible mass (cyst). The 
density of this process is about the same as the cardiac density. 
The examination is otherwise negative. 

Conclusión: Mass at the lower lung íield, laterally and pos¬ 
teriorly. Bronchogenic (lung cyst) must be considered in the 
diagnosis. Fluoroscopic examination is recommended.” 

Operation: On the 29 of October, 1954, patient was sub- 
mitted to an exploratory thoracotomy. Incisión was done between 
the 7th and 8th ribs. The thorax was entered thru the intercostal 
space. Small posterior segments of the 7th and 8th ribs were 
resected. Finochietto’s retractor applied. Chest explored - mass 
found free from adhesions. The vascular pedicle of the mass was 
doubly ligated, cut, and removed. At the pedicle a 1 cm in diameter 
portal vein and 3 mm. in diameter bile duct could be well dissected. 
The arterial supply was mainly thru a very small artery. The 
post-operative diagnosis of ectopic liver lobe was confirmed by 
hystological studies of the specimen. 

The patient was discharged on 11/7/54, 8 days after operation. 

, j* * 

She had an uneventful recovery. Lung reexpanded well and 
wound healed “per primam”. 

Patient has been back to school, comes regularly to OPD 
clinic. 
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Fig. 2 


Pre-op. X-ray lateral yiew. 
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Fig. 3 

Post.-op. X-ray showing excellent 
reexpansion of lung. 


SUMMARY 

A case of intrapleural accessory ectopic liver lobe is reported, 
apparently the first case occurring in the human as reviewed in 
the world literature. 


SUMARIO 

Se informa un caso de lóbulo hepático ectópico accesorio 
localizado en la cavidad pleural, aparentemente el primer caso que 
se informa en el humano después de repasar la literatura mundial. 
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INFANTILE CORTICAL HYPEROSTOSIS^ 

REPORT OF ONE CASE, 

JUANiJtASORA DEFILLO, 31.D* ** 

JOSE \LANDRON BECERRA, M.D*** 

J. R. is a white female baby, 3 months oíd. She was delivered 
normally weighing 7 lbs. 5 oz. The baby was given an evaporated 
milk formula and vitamins, and continued well until 2 months of 
age. The baby began to cry and moan frequently, episodes which 
the mother described as colics. The formula was changed to cow’s 
milk but within a week it was again changed using goat’s milk 
assuming that the symptoms were allergic in origin. The baby did 
not improve. She continued with colics, anorexia. When we saw her 
at 3 months of age she was fretful, irritable and palé. She had 
fever, pain over the body and would cry on slight movement. The 
head was dropped backward and there was some neck rigidity. She 
was hospitalized for observation. 

Laboratory report : Hbg. 8 gms. RBC 3,000,000, WBC 15,400. 
N 47 per cent, L 48 per cent, E 2 per cent, monocytes 3 per cent. 
The neck rigidity persisted, so a spinal tap was done, which yielded 
normal results. Blood serology was negative. Blood transfusión of 
100 cc. whole blood was given and she was returned home very 
little improved after 3 days in the hospital. The child continued 
sick and this very same day it was noted that she had swelling 
over the right side of the thorax. The soft tissue swelling was 
tender, but not fluctuating. The baby was given Terramycin and 
large doses of ascorbic acid. X-rays of the chest were taken and 
reported as follows: “Examination of the chest shows considerable 
cortical reaction of the right 3, 4, 5, 6, 7th ribs. These íindings 
are consistent with infantile cortical hyperostosis.” (Fig. 1). X- 
rays repeated 2 weeks later showed cortical reaction in the left 
clavicle and in the 8, 9, lOth left ribs, (Fig. 2). X-rays of the 
affected bones taken one year after showed complete regression 
of the cortical reaction, (Fig. 3). This child is now 4 years of age 
and has grown and developed normally. 


♦Presented during the Animal meeting of the P. R. Medical Assoc., Dec. 
10, 1954. 

** Director Dept. of Pediatrics, Municipal Hospital, Río Piedras, P. R. 

*** Director, Dept. of Radiology, Presbyterian Hosp., San Juan, P. R. 


357 



358 


Bol. Asoc. Miíi). de P. R. 


Septiembre, 1955 


Figure 1 



— X-ray taken Sept. 1, 1951. Note cortical reaction of right 3, 4, 
5, 6, 7th ribs. 



Figure 2 — X-ray taken Sept. 17, 1951. Note additional cortical reaction now 
involving the 8tli, 9th, lOth left ribs and the left clavicle. 



Yol. Al No. 9 


Basoba, kt ai.: Hypkrostosis 


359 



Figure 3 X-ray taksn Octotoer 8, 1952. Shows complete regression of the 
cortical changes previously descrihed. 


Discussion 

Infantile cortical hyperostosis occurs mainly in children under 
six months of age, but scme children with late onset in the second 
year have been reported. This disease has an obscure etiology and 
pathogenesis, but there is inereasing evidence of an intrauterine or 
genetic origin. This syndrome was first descrihed by Caffey 
and Silverman in 1945. 

The principal symptoms and signs descrihed in Caffey’s 
original report 1 and in several others which have appeared in the 
literature are irritability, tender soft-tissue swellings, and roent- 
genographic cortical thickening of the underlying bones. Burke 
et al- are under the impression that the skeletal lesión is pri- 
marily a periosteal reaction rather than a cortical involvement. 
The tender soft tissue swellings are deeply situated and the skin 
over them is never warm and does not show any discoloration 
and is movable. They appear suddenly clinically and are noticed be- 
íore the cortical thickening becomes visible roentgenographically. 
They disappear lcng before the X-ray lesions completely recover. 
They involute slowly without suppuration. Areas of tissue swel¬ 
lings have been seen to recur suddenly in the original sites or mav 
appear in new sites during the course of the disease. Fever is a 
constant finding. Other clinical findings descrihed are: extreme 
pallor, painful pseudoparalysis of the extremities and pleuresy. 
Painful swelling of the mandible is a common feature in infants. 
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Caffey :í states that “for some unknown reason, facial and scap- 
ular swellings have never first appeared after the six month of 
life.” The sedimentation rafe is elevated and there is increased 
phosphatase. Leucocytosis is presen! in almost all the cases. Sero- 
logy tests are negative. Cultures made from tissues of these chil- 
dren are negative. 

The cortical lesions in the bones, which is the main character- 
istic of this disorder, have been shown in all the tubular bones 
of the skeleton, the fíat, bones, the mandible, parietal and frontal 
bones, and the scapula. The scapular lesions are reported as al- 
ways been unilateral and always appearing under six months of 
age. Clavicular lesions may be unilateral or bilateral and may be 
present in all ages. Whipple 4 described a case with involvement of 
skull and bones of the calvarium. However, changes of cortical 
nature do not occur in all the bones in the same patient. The roent¬ 
gen lesión is one of cortical thickening in the bones. Lamination 
may occur during the healing process. Cafíey states that he has 
never seen lamination early in the disease. Smyth et al 5 described 
7 cases in which the periosteal reaction producing new bone gave 
a laminated onion peel appearance. Bennett and Nelson' report 
X-rays of a fetus in útero that showed marked thickening of 
both radii and ulnae. 

The disease runs a mild course. Clinical and roentgen recovery 
is complete in most patients. Deaths have been reported recently. 
Late skeletal change have been described by Caffey 7 in a negro 
girl producing deformity and crippling. Caffey states: “Hyperos- 
tosis are usually invisible within 12 months after the swelling in 
the soft tissue and the fever have subsided.” The course of the 
disease is not modified by administration of antibiotics, or by the 
administration of large doses of ascorbic acid. Sidbury and Sid- 
bury* feel that ACTH and cortisone shorten the course of the 
disease and prevent residual bone deformity. They recommend 
hormonal therapy in the more severe cases. 

Differential Diagnosis 

The disease has been confused with scurvy. In scurvy there is 
a history of lacle of citrous fruits in the diet or a diet exclusively 
on pasteurized or boiled milk. Scurvy occurs in infants 3 months 
of age or older. There are no authentic cases of symptomatic or 
roentgen evidence of scurvy in infants younger than 3 months 
cf age. 

Generalized sarcomatosis mav be mistaken for it. The abnormal 
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picture of the bones with swelling of the cortices and lamination, 
may lead one to suspect sarcoma. 

Múltiple osteomyelitis may be misdiagnosed to the extent that 
some patients have been reported erroneously operated. In osteo¬ 
myelitis, the systemic symptoms are severer and there is a re- 
sponse to antibiotics. 

Congenital svphilis can be ruled out by a negative serology. 
The X-rays of the bones in infantile syphilis show lesions that in- 
volve the diaphysis and the metaphysis of each of the several 
bones affected. 

In tuberculosis of the bones, there is a positive tuberculine 
test. The lesions are hematogenous in origin and usually single. 
The bones most frequently involved are the fémur, the vertebrae, 
the fingers, and the toes. 

Traumatic periostitis of the newborn may be misdiagnosed 
and mistaken for cortical hyperostosis. There is a history of fall 
beíore onset of illness. Injury to the bones producing múltiple 
fractures may result in a periosteal reaction, which can be con- 
fused with a cortical reaction. 

Fever, pain, and tenderness over the extremities, increased 
sedimentation rate may point to rheumatoid arthritis or to rheuma- 
tic fever. 

Anemia, fever, and bone pain are seen in leukemia. The blood 
picture and bone marrow studies in leukemia will clear the diag¬ 
nosis. 

Parotitis may be misdiagnosed due to the facial swelling. 

Hypervitaminosis A has been described in some children and 
infants who have ingested large amounts of concentrates of vita- 
min A. These children are irritable. Their temperature is not 
elevated and they have tender soft tissue swelling. The blood vita- 
min A determination is elevated over the normal of 50-100 gms. 
There is cortical thickening of the bones. 

Summary 

We have reviewed the symptoms, pathogenesis, and X-ray 
íindings in infantile cortical hyperostosis. A case of this interest- 
ing disease, in a baby girl, three month oíd, has been described. 
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TUBERCULOSIS CONTROL ACTIVITIES OF THE 
HEALTH DEPARTMENT 

HABOLI) HEIMAN , M.D* 

For a meeting of this type, I vvould have preferred to have 
had several weeks in which to prepare all the information I would 
have liked to present. But the time was not available, and there- 
fore mv talk will be based on some thoughts that I recorded on a 
sheet of paper. From this I will tell you about what I think 
of the present status and, from that, what the future looks like 
in tuberculosis in Puerto Rico. 

The mission of the Bureau of Tuberculosis of the División of 
Public Health of the Department of Health is to act as the focal 
agency for the prevention of the spread of tuberculosis. Infor¬ 
mation about all things which are done for the prevention of tu¬ 
berculosis in Puerto Rico would come to our bureau. We are the 
focal point of tuberculosis control in the island. That is the way 
we see our mission. 

But, let us at once recognize that we do not, of course, do all 
the work ourselves for the control of tuberculosis in the island. 
We couldn’t possibly do it all. There are many other groups in 
the Department of Health, in the División of Public Health, and 
other parts of the Insular Government which do work for tuber¬ 
culosis control. 

Among these are the following: The División of Hospitals, 
the Bureau of Health Education, the Bureau of Laboratories, the 
Bureau of Vital Statistics, the Bureau of Public Health Nursing, 
the División of Public Welfare, and the Bureau of Transmissible 
Disease. All are working in the direction of the control of tuber¬ 
culosis on the Island. 

Now our responsibility is to the Secretary of Health, through 
the Director of the División of Public Health. The basic way in 
which our Bureau does its work is by keeping records of cases of 
tuberculosis, and analyzing those records, so that we may see 
where and what kinds of work need to be done. Our Bureau 
exercises technical control only of our Tuberculosis Centers, scat- 
tered all over the island, and we have technical control and direct 
control of our three mobile x-ray units. 

What is the present status of Tuberculosis here? At the mo- 
ment, we estímate that there are over 10,000 administrativelv 
active cases attending our Tuberculosis Centers. Many of you have 


* Director, Bureau of Tuberculosis of the División of Public Health of the 
Puerto Rico Department of Health, San Juan. P. R. 
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heard of our efforts to establish new case registers for each of 
our Tuberculosis Center. This work is in progress, and has been so 
for the past 9 months. When these are all established we shall 
then have accurate information, and not estimates, of the numbers 
of cases. 

The second point I should like to make in regards to our pre- 
sent status is that we are short of technical people. We are short 
of physicians and we have a hard time getting physicians. We 
suspect that we do not pay them enough; but that is what we 
can pay, and we therefore have a hard time getting doctors. Now, 
we are not only short of physicians, but we are short of nurses. 

The physical facilities of our Tuberculosis Centers need much 
to be improved and are being improved, slowly. 

Now, about the recent changes that have occurred in our Tu¬ 
berculosis control activities. 

We have had a drug program for some time, but only since 
October 1952 did we inelude large numbers of people in our drug 
program. Every patient on the island who has tuberculosis can 
get the drugs, the effective drugs, Streptomycin and Isoniacide. 
We estímate that over 12,000 ambulant patients have entered the 
drug program. 

In 1952 our tuberculosis death rate was 94 per 100,000. In 
1953 it was 47 per 100,000 a drop of 50%. When we saw that drop 
of 50%, we were quite worried of what was probably going to 
happen in 1954. We thought at the time, that those patients whose 
lives we were saving in 1953 would probably die in 1954. They 
didn’t. In 1954 we continué to have a drop in tuberculosis mortality 
to 38 per 100,000, that is a 17% drop over what we had in 1953. 

Now about the morbidity data. Morbidity data is based entire- 
ly upon good case reporting. We think it is fair in the island; 
but we also think that it can be improved. We believe that it is 
relatively stable. 

In 1952 we had 216 active and probably active new cases 
reported per 100,000 of the population. In 1953, it was 186 per 
100,000, a drop of 13.8%. In 1954 we have 152 per 100,000, a drop 
of 18$ over that of 1953. The trend there is really re- 
markable. Again, you have the typical curves when you compare 
mortality drops with morbidity drops, curves which you have seen 
compared all over the world; that mortality is dropping fast, mor¬ 
bidity much more slowly. But morbidity, we think, is dropping 
quite well. But there are a íew other things to say about morbidity 
rates. In analyzing our data, (1953 and 1954), and comparing them 
with 1952, we íind that we are getting earlier reporting of cases 
as judged by extent of disease. 
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We are also finding other significant things in the data for 
these 3 years. The decline in new cases is apparently occurring 
especially amongst those between 20 and 44 years of age. It seems 
that more cases are occurring in the older people and less in the 
age group 20 to 44. 

We like that idea; we like the idea of getting our cases re- 
ported early; we like the idea that people between the ages of 
20-44 are having less tuberculosis. 

We find another very encouraging point; more patients in 
1954 and 1953, than in 1952, carne to our Centers for symptoms 
Ihan they had done before. In the earlier years they carne mostly 
for routine health certificates. Now more of them are appearing 
for symptoms. Again, this is a good trend. 

Recently we had an opportunity to study some Tuberculin 
Sensitivity data, as a measure of infection rate. 

From tentative data that I have, it appears that for children, 
born a few months after October 1952, when we started our in- 
tensive drug program an appreciably lower incidence in the po- 
sitive Tuberculin Sensitivity occurred than in the same age group 
born before October 1952. These data suggest that there is a 
lowered infection rate in these children. 

We are just now completing the collection of data of Tuber¬ 
culin Sensitivity of first-grade school children done on a random 
basis over the island. We find that when we compare the data for 
this year with that which we have for 1949 to 1951, it appears 
that there is a drop in the Tuberculin Sensitivity rate amongst 
the school children of that age group; especially so in the urban 
areas, rather than in the rural areas. 

We made an analysis of 1,000 consecutive cases of tuberculosis 
that were receiving drugs at the Centers cióse to San Juan. We 
read the chest x-rays before and after therapy had started. We 
fcund that 50% showed remarkably good roentgenographic im- 
provement. They showed excellent improvement in spite of the 
conditions in which many of our ambulatory patients are being 
treated. Many of them get their injections at home, from some 
member of the family or friends and others get their Streptomycin 
right at the Tuberculosis Centers. The drugs that are used in 
our tuberculosis program, in the way that we are using them, are 
quite effective as judged roentgenographically. 

That briefly is our story I wanted to tell you a little bit of 
what our Bureau is, how we function, and what we are doing. I 
wanted also to tell you about our mortality and morbidity data 
and their recent changes. I leave it to you to project into the 
future and see what is going to happen to Tuberculosis in the 
island. 


EL HOSPITALISMO MENTAL 


PEDRO MENDOZA MENDOZA. M.D. 

Hace 12 años mi profesor Eugenio Cienfuegos nos enseñaba 
que cuando un niño llevaba varias semanas hospitalizado y su con¬ 
dición física estaba detenida o tendía a empeorarse, había siem¬ 
pre que considerar el concepto Hospitalismo, que significaba fal¬ 
ta de cariño maternal, recuerdo de su hogar por muy humilde que 
este fuese. Este concepto no era nuevo. A principios de este si¬ 
glo la Escuela Pediátrica Alemana con Pfauldler y Finskeltein 
después, y la Francesa con Marfan, ya lo habían preconizado. Y 
este concepto clínico de observación empírica era tenido muy en 
cuenta por pediatras de ese entonces. Hospitalismo expresado en 
una baja de la salud en general, gran propensión a las infecciones 
intercurrentes, tendencia acusada a bajar de peso, irritabilidad y 
anorexia, a pesar de los cuidados más solícitos prodigados, ellos 
reaccionaban de una manera negativa, por lo que era más pru¬ 
dente darles de alta y en muchas oportunidades, observábamos 
una reacción paradojal, el niño en su hogar y con su madre recu¬ 
peraba el apetito, dormía mejor, y a veces curaba de sus infec¬ 
ciones. El profesor Cienfuegos nos decía que se debía a una “ca¬ 
rencia afectiva”, aunque por otro lado era negado, el Dr. Juan 
Garrahan de la Argentina, nos refería que ello se debía a las ma¬ 
las condiciones de higiene y cuidado de los niños en Hospitales 
y Asilos. Pero con el adelanto de la Medicina Infantil, con el tra¬ 
bajo en equipo del Psicólogo y el Psiquiatra de niños, este concepto 
tiende a evolucionar y hacerse más científico en su interpretación, 
denominándose, por ahora Hospitalismo Mental y en el cual por 
medio de estadísticas y observaciones clínicas se demuestra el Trau¬ 
ma psíquico que significa la separación brusca del niño de su ho¬ 
gar, injuria mental que se acentúa según el carácter del niño y 
el tiempo de permanencia en el Hospital. 

Recientemente en un “Staff Meeting” celebrado en el Hospital 
Universitario Kalorinska, Estocolmo, Suecia, Hospital de Niños 
que dirige el Profesor Arvid J. Wallgreen, publicado en el “Jour¬ 
nal of Pediatrics” del mes pasado, en la que actuaba él como mo¬ 
derador, los Jefes de Servicio de su Clínica expresaron sus ideas a 
través de sus diversas especialidades. La Dra. Elsa Brita Norlund, 
psiquiatra infantil manifestaba: que de la revisión de las anamnesis 
psiquiátrica se desprendía que los niños después de una hospitali¬ 
zación aparecían cambiados en una forma u otra, cambios de di- 


* Conferencia leída en el Hospital de Distrito de Aguadilla, 13 de mayo de 
1955, con motivo de la Semana del Hospital. 
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versa intensidad, relacionando estos cambios con un trastorno del 
sentido de su seguridad. Muchas madres expresaban, que después 
del alta, observaban cambios apreciables en la conducta de sus 
hijos, significando la hospitalización una experiencia trastornado- 
ra, debido a que sus hijos no habían llegado a la edad y a la ma¬ 
durez que significaba la separación. Anotando la Dra. Norlund 
que un Hospital de Niños es un lugar que no resulta innocuo, más 
cuando al niño cuya edad no le permite expresar una serie de co¬ 
sas extrañas que ocurren en el Hospital. Y más abajo agrega, que 
no puede decir a qué edades muestra mayores efectos psicológicos, 
una separación de la madre; los niños menores de tres años, sali¬ 
dos del Hospital, en el hogar se sienten incómodos y en los mayo¬ 
res de esta edad, en muchos de ellos se observa un abandono to¬ 
tal, regresando a una etapa previa del desarrollo, niños que ya ha¬ 
bían hablado se tornan silenciosos, aunque no han perdido el don 
de la palabra, otros que eran alegres se observan taciturnos, pre¬ 
sentan enuresis nocturnas, trastornos en el sueño y otros se tor¬ 
nan melancólicos debido a que en forma brusca han perdido la 
fe en su madre. 

Para poder vencer este sentido de inseguridad, ansiedad y te¬ 
mor de parte de los niños, es imprescindible una buena prepara¬ 
ción de parte de su madre, antes de su hospitalización, en el cual 
con persuación, tolerancia y calma se le convence de la necesidad 
de su hospitalización, asesorada por una enfermera o Trabajado¬ 
ra Médico Social, con el objetivo que no sienta la brusquedad del 
abandono por parte de ella. 

Como pueden apreciar, reviste gran importancia la hospitali¬ 
zaron de un niño, en el cual, no solamente hay que considerar el 
mejoramiento de su trastorno somático, motivo de su ingreso, sino 
también las alteraciones psíquicas que se pueden derivar de su hos¬ 
pitalización. Debemos tomar en consideración que el psiquis del 
niño está en plena formación, las nuevas vivencias van a quedar 
grabadas en su personalidad, y si ellas son notablemente desagra¬ 
dables serán recuerdos difíciles de olvidar en el porvenir, por crear 
reacciones de miedo y temor que pueden durar a veces muchos 
años. Así es como podemos explicarnos el terror que significa para 
muchos niños la presencia de un médico o una enfermera porque 
ellos los relacionan con exámenes y tratamientos, incómodos, ex¬ 
traños y muchas veces dolorosos. Más todavía si las madres en 
el hogar estimulan estos hechos. 

De observación diaria es ver a muchos niños en las Salas de 
Pediatría, sumisos y callados unos, inquietos y llorosos otros y 
ansiosos y aterrorizados también. Estas distintas modalidades de 
reacción, de acuerdo muchas veces a su temperamento, no es sino 
la expresión de su inseguridad. Niños que en su mirada buscan 
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y acogen apoyo en quienes se les acercan y los tratan con dulzura 
y comprensión. 

¿Estamos nosotros en condiciones de atenuar este trauma 
psíquico que sufre el niño por la separación brusca de su madre? 
¿Podremos nosotros contribuir a darles un sentido de seguridad 
a estos niños que están en un ambiente extraño a su hogar? ¿Con¬ 
tamos con el personal preparado y los recursos necesarios para ha¬ 
cer más llevadera, entretenida y hasta placentera la estadía de es¬ 
tos niños en el hospital? Creemos firmemente que podremos lo¬ 
grarlo, si todos y cada uno de nosotros, nos proponemos a la con¬ 
secución de este ideal. La atención del niño enfermo, requiere 
algo más de parte de nosotros, que el frío cumplimiento de nues¬ 
tras obligaciones: cariño, dulzura, tolerancia y comprensión de es¬ 
tos seres en formación, que debido a sus trastornos somáticos y 
a sus desarraigos del hogar se tornan aparentemente aún más in¬ 
comprensibles. 

El hospital moderno aunque no sea exclusivamente para ni¬ 
ños debe contar con elementos de entretenimiento durante las cu¬ 
ras somáticas para prevenir el trastorno mental. La planta físi¬ 
ca adaptada a un ambiente infantil, con pequeñas unidades o salas, 
con sus paredes pintadas de colores atractivos y matizadas de fi¬ 
guras propias de su edad; donde se observe una higiene rigurosa 
y un ambiente tranquilo. Con salas anexas para entretenimiento 
con muchos y atractivos juguetes y salas o campos de juego para 
los niños convalecientes. 

El “Staíf” en todos sus grados desde el empleado hasta el más 
alto en jerarquía, debe tener un alto sentido de solidaridad y hu¬ 
manismo, tratando de comprender a los niños y a sus madres. Acep¬ 
tando con dulzura y consideración a los niños, con el objeto que 
se sientan seguros, liberándolos de su ansiedad por encontrarse 
en una nueva condición hasta entonces desconocida para ellos; 
adoptando una aptitud amistosa y comprensiva con sus madres. 
Cuando se ignoran estos principios, cuando se adopta una aptitud 
hostil y malhumorada, cuando se rechaza una madre, peor todavía 
en presencia de su niño, se desencadena una verdadera crisis, au¬ 
menta la inseguridad en el niño, y se crea una desorientación y 
angustia en la madre. Igualmente fracasa toda terapia cuando se 
observa una despreocupación general y hasta desdén para los sen¬ 
timientos y necesidades del niño. Son los médicos y las enferme¬ 
ras los que más directamente pueden contribuir a darles un sen¬ 
tido de seguridad a los niños. A propósito de ello, la Dra. Norlund 
d;ce: que no basta ser médico y de gran preparación si además 
no hay una sincera comprensión hacia los niños. Y el Dr. T. Ehren- 
preis, Cirujano de Niños en el “Staff Meeting” del Hospital Kalo- 
rinska decía: Un niño tiene una intuición animal para si una per- 
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sona le tiene afecto o no, hay que primero hablarle y ganar su 
confianza. El Pediatra debe ser además un gran psicólogo de ni¬ 
ños. 

Relaciones con los padres: Ellos deben ser tratados con com¬ 
prensión, especialmente las madres, que son las que más frecuente¬ 
mente los traen, ser bienvenidas y aceptadas en el hospital. En sus 
visitas debe explicárseles la condición clínica de sus hijos. En el 
Hospital de Clínicas de Buenos Aires, Argentina, las visitas a los 
niños hospitalizados eran diarias, recibiendo ellas información so¬ 
bre el estado de sus pacientes. Bien orientadas las madres, las 
visitas a las salas de Pediatría, no solamente pueden ser útiles 
como compañía y sosiego de sus hijos, sino además, colaboradoras 
eficaces en la alimentación y limpieza de ellos, y a veces, de otros 
niños; elementos de gran ayuda en la orientación de ciertos tras¬ 
tornos y alteraciones del niño. Una condición muy útil, con el objeto 
de evitar ulteriores trastornos mentales es la presencia de la ma¬ 
dre momentos antes y después de las intervenciones quirúrgicas. 
Otro motivo de inseguridad para los niños y desasosiego para las 
madres es cuando surge un conflicto entre ella y la enfermera. 
Obvio está decir que la situación se agrava si el niño es testigo de 
tal entredicho. 

Sería útil y de provecho que las madres pudiesen visitar a 
sus hijos hospitalizados diariamente, a una hora que no interfi¬ 
riera las labores en las salas. 

Otra forma de atenuar las dificultades de los niños en el hos¬ 
pital, es tratando de acortar en lo posible su estadía. 

Estoy seguro que este concepto de Hospitaiismo Mental ha 
fluido constantemente en la mente de todcs nosotros, interpreta¬ 
do de una u otra manera, pero este concepto existe cuando se asila 
a un niño expresando este Trauma Psíquico de diversa manera e 
intensidad y su profilaxis es sencilla si todos nosotros ponemos 
nuestra fe y nuestra decisión, mitigando y haciendo más placen¬ 
tera su estadía, porque en esta forma contribuimos también a la 
felicidad de nuestros niños. 


INFORME A LA CAMARA DE DELEGADOS DE LA ASOCIA¬ 
CION MEDICA DE PUERTO RICO DEL COMITE ESPECIAL 
DE ESCUDO AZUL 


I. Introducción 

El día 6 de noviembre de 1954, el Dr. Guillermo Picó, presidente 
de la Cámara de Delegados de la Asociación Médica de Puerto Ri¬ 
co, nombró un Comité Especial de Escudo Azul, actuando de acuer¬ 
do con la siguiente moción adoptada por la Cámara de Delegados: 

“Que por el Presidente se nombre un comité para que for¬ 
mule un plan de Escudo Azul para ofrecer servicios médico- 
quirúrgicos independientemente del servicio de hospitalización 
que actualmente ofrece la Cruz Azul de Puerto Rico, y que 
dicho comité rinda un informe en la próxima reunión de la 
Cámara de Delegados.” 

El Comité Especial de Escudo Azul quedó constituido por los 
siguientes médicos: 

Dr. E. Colón Yordán 
Dr. Antonio Ramos Oller 
Dr. Francisco Raffucci 
Dr. Eduardo Pérez Santiago 
Dr. Manuel Paniagua 
Dr. Víctor J. Montilla 

El Dr. Víctor J. Montilla, por considerar que su ideología mé¬ 
dica estaba en conflicto con la creación de un plan de esta natura¬ 
leza, se excusó de las reuniones del comité y no participó en el es¬ 
tudio que ante ustedes presentamos esta noche. 

II. Objetivos y Motivaciones 

Es el sentir de los miembros de este comité que la acción de 
los miembros de la Cámara de Delegados, pidiendo que se realiza¬ 
ra este estudio, refleja cierto grado de descontento con los siste¬ 
mas de seguros de salud vigentes en nuestra isla. Este descon¬ 
tento tiene su origen, entre otros factores, en los siguientes: 

1. Que la Cruz Azul de Puerto Rico ofrece servicios a sus sus- 
critores en exceso de lo que razonablemente puede esperarse 
mediante el pago de primas muy bajas por el suscritor, resul¬ 
tando esto en deterioro en la calidad del servicio médico que 
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se preste a los pacientes. Muchos de los servicios médicos 
ofrecidos por el plan son muy costosos y se consideran impo¬ 
sible que puedan prestarse bajo las cuotas actuales. 

2. Que estos planes no proveen pagos justos y razonables por 
servicios médicos especialmente los no quirúrgicos. 

3. Que en la organización de los planes de seguro de salud ope¬ 
rando en la isla los médicos no tienen ningún control inme¬ 
diato sobre la determinación de lo que deben ser pagos jus¬ 
tos y razonables a percibirse por los servicios médico-quirúr¬ 
gicos que se prestan, habiendo sido muy infrecuentes las re¬ 
visiones y aumentos de los honorarios profesionales y por el 
contrario muy frecuentes los aumentos en la cantidad de los 
servicios médicos a prestarse bajo el plan. 

4. Que los médicos consideran que no se protegen los mejores 
intereses del suscritor al ofrecerle servicios médicos extensos 
que no puedan ser cubiertos con las asignaciones económicas 
que ofrecen estos planes a los médicos y hospitales. 

5. Que algunos planes se alejan cada vez más y más de las ra¬ 
zones primordiales que motivaron su organización, pues en 
lugar de ofrecer protección para los gastos extraordinarios 
de enfermedad y accidentes, continúan aumentando la protec¬ 
ción para eventualidades triviales que bien pueden ser cubier¬ 
tas por el presupuesto de la familia corriente, dejando esto 
poco o ningún margen de protección para aquellas eventuali¬ 
dades costosas, e iniciando un círculo vicioso que necesaria¬ 
mente requiere un aumento en el precio a pagarse por la pro¬ 
tección, pero cuyo aumento tampoco se hace, desafiando los 
más básicos principios actuariales. 

6. Que este Plan de Dispensario de la Cruz Azul de Puerto Rico 
excluye a una gran sección de los miembros de la Clase Mé¬ 
dica de participar en el tratamiento de pacientes de la Cruz 
Azul, que pertenezcan al Plan de Dispensario. Apuntamos in¬ 
mediatamente que esta situación no prevalece en la ciudad de 
Ponce en donde el Plan de Dispensario fué modificado por la 
Asociación Médica del Distrito Sur para poder dar participa¬ 
ción igual y equitativa a todos los médicos que así lo desea¬ 
sen y cuyas credenciales fueran aceptables para prestar ser¬ 
vicios a pacientes de la Cruz Azul. 
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7. Que desde el año 1949 la Cámara de Delegados de la Asocia¬ 
ción Médica de Puerto Rico expresó su deseo de no aceptar 
los planes propuestos por la Cruz Azul, para ofrecer los ser¬ 
vicios de dispensario, y nombró un comité para estudiar el 
problema y a la vez preparar un plan alterno de Escudo Azul 
en caso de no poderse llegar a un entendido con los represen¬ 
tantes de la Cruz Azul de Puerto Rico. 

8. Que hasta donde nosotros hemos podido comprobar no ha ha¬ 
bido acción posterior de la Cámara de Delegados cambiando 
su opinión en cuanto a la aceptación de esos planes de ser¬ 
vicios médicos de dispensario de la Cruz Azul, por lo cual 
los médicos entienden que los planes de dispensario no reci¬ 
bieron nunca la aprobación final de la Cámara de Delegados 
de la Asociación Médica de Puerto Rico. 

III. Filosofía Básica de los Planes de Seguro de Enfermedad y 
Accidentes: 

Repetidas veces, la Clase Médica de Puerto Rico, individual y 
colectivamente, ha expresado su simpatía y respaldo al plan de la 
Cruz Azul de Puerto Rico. Esto no ha sido otra cosa que la ma¬ 
nifestación o exteriorización de nuestra honda inquietud profesio¬ 
nal, que nos obliga a velar para que nuestros conciudadanos ob¬ 
tengan la mayor protección médica posible y hacer llegar a todas 
las personas necesitadas el beneficio máximo de servicios médi¬ 
cos a través de planes voluntarios de servicio de salud. 

Personalmente, los miembros de este comité también hemos 
expresado nuestra conformidad con estos ideales, pero reflexionan¬ 
do más detenidamente hemos creído prudente exponer ante uste¬ 
des la filosofía básica que debe regir en todo plan de seguro mé¬ 
dico voluntario, así como también el pensar de la Asociación Mé¬ 
dica Americana en este respecto antes de respaldar indondicional- 
mente ningún plan específico de seguro de salud. 

Todo plan de seguro de salud voluntario, que incluya servicios 
médicos, debe estar en armonía con los principios adoptados por la 
Cámara de Delegados de la Asociación Médica Americana y los 
cuales anotamos a continuación: 


1. Aprobación Local — El plan debe tener la aprobación de la 
Asociación Médica del estado, o si local, de la Asociación Mé¬ 
dica de la región o del área en donde el plan opere. 

2. Responsabilidad Profesional — La profesión médica debe asu¬ 
mir la responsabilidad por los servicios médicos incluidos co- 
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mo beneficios del plan ya que el médico está cualificado, le¬ 
galmente y por educación, para asumir esta responsabilidad 
y a aceptar la responsabilidad por la calidad de los servicios 
médicos que se presten. 

3. Libre Elección de Médico — No puede haber ninguna restric¬ 
ción a la libre elección de un médico, debidamente cualifica¬ 
do y autorizado a practicar la medicina en la localidad en que 
opere el plan, siempre que éste esté dispuesto a rendir ser¬ 
vicios bajo las condiciones establecidas por el plan. 

4. El plan debe conservar y respetar la relación de paciente y 
médico. 

5. Todo plan que requiera por escrito que los médicos partici¬ 
pantes se abstengan de participar en alguno otro plan simi¬ 
lar, será considerado inelegible para recibir el sello de acep¬ 
tación de la Asociación Médica Americana. 

IV. Origen de los Planes 

Los planes voluntarios de seguro de salud que ofrecen una li¬ 
bre elección de médico tienen un origen reciente. El interés en es¬ 
tos planes fué motivado probablemente por la depresión del año 
1929, habiendo tomado gran impulso el movimiento de organiza¬ 
ción durante los primeros años de la década de 1930 al 1940. 

Los primeros planes voluntarios de seguro médico y de hos¬ 
pitalización se desarrollaron extensamente en el Oeste de los Es¬ 
tados Unidos, especialmente en los estados de Washington y Ore- 
gon. Fué durante el período del 1930 al 1940 que los planes de be¬ 
neficios de hospitalización fueron organizados, recibiendo el res¬ 
paldo de hospitales, asociaciones de hospitales y sociedades mé¬ 
dicas. 

Desde el comienzo de estos planes, la Cámara de Delegados 
de la Asociación Médica Americana formuló ciertos principios pa¬ 
ra ser observados por estos planes y uno de estos principios esta¬ 
blecía que los contratos por servicios de hospitalización no debe¬ 
rían incluir servicios médicos. En el 1937, en la reunión de la Cá¬ 
mara de Delegados, se adoptó la siguiente resolución: 

“Si por alguna razón existe la necesidad de incluir ser¬ 
vicios médicos especiales como Radiología, Patología, Anes¬ 
tesia y servicios médicos de dispensario para pacientes am¬ 
bulatorios, estos servicios podrán ser incluidos en los planes 
sólo bajo la condición de que se hagan pagos de dinero en efec- 
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livo por la organización directamente al suscritor por los cos¬ 
tos de estos servicios.” 

Años más tarde, la Cámara de Delegados de la Asociación 
Médica Americana volvió a expresarse de la siguiente manera: 

“1. Todos los aspectos de servicios médicos en cualquier meto¬ 
dología de práctica médica deberán estar bajo el control de la 
profesión médica. Ningún otro cuerpo o grupo de individuos 
está legalmente y educacionalmente equipado para ejercitar 
ese control. 

2. A ninguna tercera persona se le permitirá intervenir en las 
relaciones médicas entre el paciente y su médico. 

3. El paciente tendrá absoluta libertad para elegir su médico, 
si éste está legalmente cualificado para ejercer la medicina 
o si está dispuesto a prestar el servicio. 

4. Los aspectos médicos de todas las instituciones que están en¬ 
vueltas en el proceso de rendir servicios médicos deben estar 
bajo control profesional, entendiéndose que servicios de hos¬ 
pital y servicios médicos deben ser considerados separada¬ 
mente. Estas instituciones son simplemente extensiones del 
equipo del médico. El médico es el único a quien las leyes de 
todas las naciones reconocen como competente para usarlas al 
rendir servicios médicos. La profesión médica solamente pue¬ 
de determinar la bondad y carácter de esas instituciones y su 
valor depende de que sean operadas de acuerdo con niveles 
médicos adecuados.” 

Durante los años iniciales del movimiento de organización de 
planes de seguro de salud no se hicieron grandes esfuerzos para 
desarrollar planes de servicios médicos, lo cual se debió a: 

1. La falta de experiencia y estudios actuariales. 

2. La vacilación de los médicos en aventurarse en un proyecto 
de esta naturaleza sin haber tenido el beneficio de experien¬ 
cia previa. 

3. La falta de orientación del público en cuanto a las bondades 
y beneficios que estos planes pueden ofrecer. 

Originalmente, la Asociación Médica Americana, en el año 
1938, aconsejó que solamente beneficios en efectivo fueran paga- 
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dos a los suscritores por planes ele seguro de salud ya que esto 
constituía el método más efectivo para no alterar las relaciones 
entre pacientes, médicos y hospitales; pero en el año 1942 la Cá¬ 
mara de Delegados reconsideró su resolución anterior y aprobó una 
nueva resolución mediante la cual aprobaba el principio de que 
planes de seguros de salud ofrecieran como beneficio servicios mé¬ 
dicos, si estaban respaldados por una sociedad médica del estado 
o del territorio en el cual operara el plan. 

En los Estados Unidos existían hasta el año 1953, 82 planes 
voluntarios de seguro de salud, respaldados por asociaciones mé¬ 
dicas incluyendo este número aquellos planes que trabajan en co¬ 
ordinación con la Cruz Azul. El número total de suscritores de 
estos planes es de 31-1/3 de millones de personas de un total de 
casi 100 millones que están cubiertas de una manera o de otra por 
planes voluntarios de seguro de salud. 

En el año 1954, el número de planes auspiciados por socieda¬ 
des médicas en los Estados Unidos ya había aumentado a 103. 
Hay en actividad 79 planes de hospitalización de tipo Cruz Azul, 
incluyendo este número los del Distrito de Columbia y Puerto Ri¬ 
co, y más de 500 compañías de seguro de carácter privado, ofre¬ 
ciendo simultáneamente a grupos e individuos seguro médico y 
de hospitalización. Además de estas 500 compañías privadas de 
seguro hay en funcionamiento alrededor de 100 planes indepen¬ 
dientes que son auspiciados por cooperativas rurales, industrias, 
empleados y grupos de diferentes uniones. 

Todos reconocemos y aceptamos que desde el punto de vista 
del individuo los costos de enfermedades y accidentes son siempre 
inciertos, impredecibles y generalmente inoportunos. El peso de 
estos gastos inesperados generalmente puede ser aliviado por una 
acción coordinada de grupo mediante la cual muchas familias e in¬ 
dividuos contribuyen con dinero a un fondo común de donde pue¬ 
da pagarse los servicios de hospitalización y servicios médicos, 
cuando la situación así lo requiera. De esta manera el factor de la 
incertidumbre se elimina y se reemplaza o substituye por la cer¬ 
teza de un gasto fijo y estable, lo cual es la prima que se paga por 
el seguro de salud. 

Esto constituye la base en que descansan los principios de se¬ 
guros voluntarios de salud y prepara al paciente para poder afron¬ 
tar gastos imprevistos por enfermedad o accidentes aunque ten¬ 
gamos que admitir que los planes actuales no proveen todavía su¬ 
ficientemente para cubrir las verdaderas enfermedades y acciden¬ 
tes de carácter catastrófico, durante las cuales el paciente nece¬ 
sita la mayor ayuda por estar imposibilitado de los medios para 
proveer para él y su familia durante el período de enfermedad; 
además de los gastos que la enfermedad de por si conlleva. La 
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mayor parte de los planes cubren gastos de hospitalización y ser¬ 
vicios médicos para enfermedades cortas con limitaciones de tiem¬ 
po de hospitalización, etc., lo cual no resuelve para el suscritor el 
problema de las enfermedades catastróficas. 

La Asociación Médica Americana ha dado su definición de se¬ 
guro médico como “un método de transferir el peso económico que 
acarrea las enfermedades del individuo al grupo.” 

Todo médico y paciente debe tener siempre presente en su men¬ 
te el verdadero concepto de seguro de salud voluntario que abra¬ 
za la filosofía básica de que estos mecanismos son sólo una ayuda 
para el recipiente de los servicios médicos y de hospitalización en 
el financiamiento de estos servicios y “por lo tanto es claro que la 
filosofía básica de estos planes se funda en el claro concepto de 
que al obtener seguros de salud el paciente no está comprando una 
póliza que cubre totalmente los gastos en que va a incurrir sino 
que más bien tendrá una sustancial ayuda para el pago de los 
servicios de hospitalización y servicios médicos. 

No existe armonía total entre las diferentes autoridades en 
cuanto si el costo total incidental a la prestación de servicios mé¬ 
dicos y hospitalización son sujetos apropiados para asegurarse. Si 
algunos costos en el cuido de la salud son sujetos favorables a los 
principios de seguro, la mayor parte de las autoridades opinan que 
exámenes físicos de rutina, exámenes rutinarios, visitas a la ofi¬ 
cina del médico y visitas a la casa por el médico, para enfermeda¬ 
des de corta duración deben ser incluidas en el presupuesto de la 
familia y no estar incluidas como parte del seguro contra enfer¬ 
medad. 

De acuerdo con los principios de seguro, no se pueden incluir 
factores de pérdidas, tales como los arriba mencionados, los cua¬ 
les son bien conocidos y de una incidencia conocida; dentro de un 
programa de seguros es necesario aumentar el importe de la pri¬ 
ma para estas contingencias además de la prima calculada para las 
pérdidas imprevistas y si a esto le añadimos el cargo de adminis¬ 
tración, llegamos a la conclusión de que finalmente el suscritor 
estaría pagando mucho más por servicios médicos de rutina que 
si no tuvieran seguro médico. 

Por consiguiente, debemos aceptar el principio de que el se¬ 
guro de salud voluntario está primordialmente dirigido u organi¬ 
zado para aquellas personas que pueden normalmente, dentro de 
sus presupuestos, hacerse cargo de los gastos usuales que conlle¬ 
van enfermedades de rutina, pero para los cuales una seria enfer¬ 
medad significaría una gran catástrofe financiera. 

Los planes de seguro de salud han recibido el más entusiasta 
endoso de la Clase Médica en los Estados Unidos, pero para poder 
continuar creciendo y mejorando los servicios que ofrecen al pue- 
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blo requieren el más íntimo entendimiento y cooperación de los 
suscritores, de los hospitales y de la profesión médica. 

El pueblo americano ha desarrollado y logrado su independen¬ 
cia económica y sus grandes adelantos médicos a base de la inicia¬ 
tiva propia y la actuación voluntaria del individuo. El progreso de 
los Estados Unidos ha sido impulsado por la actuación voluntaria 
del individuo y es solamente en esta base que probablemente se 
pueda asegurar la total solución del problema de servicios médi¬ 
cos en años futuros. 

Reconocemos que hay una infinidad de problemas que resol¬ 
ver aún en lo que concierne a los planes de seguro de salud volun¬ 
tarios. Si la mayoría de los pacientes que se acogen a los benefi¬ 
cios de estos planes de seguro insisten en continuar creyendo que 
estos planes deben ofrecer garantía para cubrir los gastos médi¬ 
cos en su totalidad, y si también los dueños de hospitales o las 
juntas directivas de los hospitales y los médicos individualmente 
asumen este punto de vista, el resultado no puede ser otro que un 
obstáculo que impedirá a estos planes llegar al desarrollo máximo 
de su efectividad comunal. 

Otro de los problemas ya mencionados y de gran importancia 
es la clasificación impropia de los servicios profesionales dentro 
de los servicios institucionales por algunas de las organizaciones 
aseguradoras. Repetidas veces, diferentes autoridades han defini¬ 
do y hecho claro la diferenciación entre servicios médicos y servi¬ 
cios institucionales, pero la continua y constante ignorancia y des¬ 
precio a estos principios, postulados por la Asociación Médica Ame¬ 
ricana, ha hecho que en diferentes ocasiones la Cámara de Dele¬ 
gados de la Asociación Médica Americana reitere sus acciones y 
pronunciamientos previos. 

En la Sesión Clínica de St. Louis, en el año 1939, la Cá¬ 
mara de Delegados de la Asociación Médica Americana aprobó una 
resolución que en parte decía: 

“El contrato del suscritor debe excluir todo servicio mé¬ 
dico — las provisiones del contrato deben ser exclusivamente 
limitadas a facilidades del hospital.’' 

“Si el servicio de hospital se limita a incluir solamente el 
cuarto en el hospital, cama, comida, sala de operaciones, medi¬ 
cinas, vendajes y materiales quirúrgicos y cuido de enferme¬ 
ría en general, la distinción entre servicios de hospitalización 
y servicios médicos estará clara.” 

Los planes de Cruz Azul son auspiciados por los hospitales y 
aprobados por la Comisión de Cruz Azul de la Sociedad Americana 
de Hospitales. La aprobación de los planes de la Cruz Azul se basa 
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en que se llenen ciertos requisitos en cuanto a la representación 
de hospitales, médicos y los suscritores, que sea con fines no pe¬ 
cuniarios, que tenga reservas adecuadas, que ofrezca libre elección 
de médico y hospital, que tenga estudios actuariales adecuados, 
etc. Estos planes son generalmente supervisados por el Superin¬ 
tendente de Seguro del estado. 

Con esta orientación en cuanto a la filosofía básica de los pla¬ 
nes, podemos entrar en una breve exposición de los beneficios que 
proveen los planes de seguro de salud. 

Generalmene hablando, los planes que se organizan para pres¬ 
tar servicios médicos se pueden clasificar de tres maneras, de acuer¬ 
do con los beneficios que proveen. Los tres tipos de beneficios son 
los siguientes: 

1. Indemnidad; 

2. Servicio; 

3. Combinación de Indemnidad y Servicio 

Existen múltiples variaciones y adaptaciones de estos tres ti¬ 
pos básicos de beneficios. 

En el plan de Indemnidad se provee beneficios en término de 
dinero, establecido en tablas de acuerdo con las enfermedades, días 
de hospitalización, etc. Estos beneficios en efectivo se aplican co¬ 
mo créditos hacia el costo total del servicio profesional que el pa¬ 
ciente ha recibido. 

El plan de Servicio es aquel en el que al suscritor se le pro¬ 
mete y recibe beneficios en forma de servicios quirúrgicos o mé¬ 
dicos sin costo adicional para el suscritor. 

Cuando se combinan los dos tipos de servicio arriba descri¬ 
tos, o sea Indemnidad y Servicio, tenemos el tercer plan que es el 
que se denomina Combinación. En este tipo de plan, a suscritores 
que tengan entradas anuales bajo cierto límite establecido de an¬ 
temano, y que se acomoden a ciertas facilidades de hospital, esta¬ 
blecidas en el contrato, se les promete servicios médico-quirúrgicos 
generalmente sin cargo adicional. En caso de suscritores cuyas 
entradas o ingresos anuales excedan la cantidad especificada, o 
aquellos que demandan o piden facilidades de hospital de más pre¬ 
cio que las especificadas en el contrato, los beneficios que recibe 
en la tabla de Indemnización se acreditan al paciente hacia el cos¬ 
to total del servicio médico rendido. 

Estos tres tipos de beneficios son generalmente usados por las 
cuatro organizaciones o agencias que se dedican a la venta de se¬ 
guros de salud, o sea los planes de las sociedades médicas, los pla¬ 
nes de la Cruz Azul, las compañías de seguro privado y los planes 
de empleados y otros grupos. 
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Los planes de seguro médico voluntario, ofrecidos por la pro¬ 
fesión médica, han adquirido en los últimos años una importancia 
inestimable en el panorama de los servicios médicos y sin duda al¬ 
guna en el curso de los próximos años tendrán aún más influen¬ 
cia y peso en el futuro inmediato de los principios democráticos, y 
no hay duda que afectarán grandemente la práctica futura de la 
medicina en Puerto Rico. 

El desarrollo de estos planes ha sido de tal magnitud que ha 
sido clasificado como uno de los más grandes desarrollos de esta 
naturaleza en la historia, ya que ni en el campo de la religión, ni 
de la política, ni en ningún otro campo sociológico se han podido 
agrupar de 85 a 100 millones de personas para su propio beneficio 
en un tan corto período de tiempo. 

El Dr. Louis Bauer, ex-presidente de la Asociación Médica 
Americana, expresó su opinión recientemente de que eventualmen¬ 
te más de un millón de personas serían cubiertas por los planes de 
seguro médico voluntario. Este número sería, en su opinión, su¬ 
ficiente ya que alrededor de 25 millones de personas reciben ser¬ 
vicios médicos en parte o en totalidad del Gobierno Americano; 
10 millones no creen en servicios médicos, prefiriendo comprar lo 
que necesitan en las farmacias o reciben consejos de cultistas; cin¬ 
co millones son indigentes, cuyo servicio médico está en manos de 
organizaciones locales; y cerca de 10 millones no están interesados 
en ningún aspecto de seguro de salud voluntario. 

La opinión de autoridades competentes en este asunto es que 
una de las virtudes principales de los planes de seguro voluntario 
de salud es que no pagan el costo total de cada renglón del servi¬ 
cio médico. Una protección total representaría probablemente una 
violación a los más sólidos principios actuariales y elevaría gran¬ 
demente los costos administrativos. Se aduce también que pólizas 
de protección total constituyen la esencia de la medicina guberna¬ 
mental y es lo que tiende a poner en bancarrota estos planes gu¬ 
bernamentales. 

Debido al gran número de personas que opinan que los planes 
de seguros médicos son ineficientes ya que no proveen protección 
contra las enfermedades de carácter catastrófico, las cuales gene¬ 
ralmente destrozan los presupuestos de las familias y sin duda al¬ 
guna también proveen las mejores razones a aquellos que propul¬ 
san planes de servicio médico compulsorios bajo control guberna¬ 
mental, ya hay varias entidades que están empezando experimen¬ 
tos en el campo del seguro para enfermedades catasfróficas. 

Entre los primeros en este experimento está el California 
Physician Service, quienes por una pequeña prima adicional ofre¬ 
cen a sus suscritores protección total por dos años contra el costo 
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de 23 de las temibles enfermedades, entre ellas Cáncer, Tubercu¬ 
losis y Poliomielitis. 

No es de dudarse que dentro de los próximos años la gran 
mayoría del pueblo americano esté cubierto de una manera o de 
otra por planes de seguro de salud voluntario, pero para esto se 
necesita romper las barreras que ha impuesto hasta ahora la apa¬ 
tía de la gente hacia la protección médica que deben tener y cuyos 
beneficios no aprecian hasta el momento en que debido a una en¬ 
fermedad tienen que hacer erogaciones fuera del alcance de sus 
medios, siendo tarde ya para quedar protegidos por ninguno de es¬ 
tos planes; y además la apatía de los médicos al no estudiar el 
problema de los seguros de salud voluntarios para poder estimu¬ 
lar y aconsejar honradamente a sus pacientes para que se provean 
de esta protección contra los inesperados e inoportunos gastos que 
enfermedades y accidentes conllevan. 

Debido a la competencia normal entre las compañías de segu¬ 
ro privadas, planes independientes y Escudo Azul, el paciente ha 
ganado grandemente ya que todos los competidores en este cam¬ 
po deben estar de acuerdo en que el factor importante es que el 
suscritor tenga protección adecuada, sin importar el tipo de agen¬ 
cia que la provea. 

Solamente bajo un sistema competitivo, con provisiones para 
la libre elección del plan que el paciente desea, podrá llegarse a 
cristalizar el plan ideal de seguro de salud voluntario ofrecido al 
más bajo costo y rindiendo los más satisfactorios beneficios mé¬ 
dicos. 

Los planes de Escudo Azul, para poder llegar a aportar el 
máximo servicio al público, tienen que recibir la aprobación y el 
respaldo incondicional de la profesión médica, quien debe ver es¬ 
tos planes de seguro médico como planes de su propia creación. 
Estos planes son hijos de la medicina organizada. No son una com¬ 
pañía de seguro, sino el mecanismo eficiente y efectivo creado, por 
el propio médico, para hacer llegar los mejores servicios médicos al 
mayor número de personas. 

V. Situación Actual en Puerto Rico 

En nuestra isla funcionan, en el campo de seguro de salud 
voluntario, los siguientes planes: 

1. Veinte compañías de seguro independientes, autorizadas 
para hacer seguros de enfermedad y accidente, y debida¬ 
mente registradas en la Oficina del Superintendente de Se¬ 
guro. 
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2. Varios planes independientes, controlados por médicos in¬ 
dividualmente o grupos de médicos. 

3. Planes independientes de uniones de trabajadores, emplea¬ 
dos, maestros, etc. 

4. La Cruz Azul, la cual vende seguros de hospitalización y 
de servicios médico-quirúrgicos. 

A. Planes Independientes 

Las veinte compañías de seguro comercial, que operan en Puer¬ 
to Rico bajo la supervisión del Superintendente de Seguro de Puer¬ 
to Rico y al amparo de la Ley General de Seguros, cobraron du¬ 
rante el año 1954 primas ascendentes a $498,696.11 y pagaron pér¬ 
didas durante el mismo período montante a $257,277.77. 

Estas compañías independientes de seguro ofrecen general¬ 
mente beneficios de indemnidad, pagando al paciente una cantidad 
estipulada para reembolsarle por los gastos de hospitalización y 
servicios médicos, aunque algunas tienen contratos independien¬ 
tes con los hospitales y pagan directamente al hospital por los gas¬ 
tos incurridos por el suscritor. 

Hay otro grupo de planes independientes que operan bajo la 
dirección de médicos con médicos a sueldo. No es necesario mencio¬ 
nar que algunos de estos tipos de arreglo puede objetarse ética¬ 
mente ya que probablemente este método de práctica médica en¬ 
vuelve la práctica contractual de la medicina, limitando o restrin¬ 
giendo la libre elección de médico por el paciente y hasta cierto 
punto interfiriendo con la libre competencia entre los médicos. 

La Corte Suprema de los Estados Unidos, en su opinión emi¬ 
tida en el caso de los Estados Unidos de América contra el Oregon 
State Medical Society, estuvo en completo acuerdo con las objecio¬ 
nes de los médicos del estado de Oregon a formas de práctica con¬ 
tractual de la medicina en la cual un patrono o compañía de segu¬ 
ro se constituye en una tercera persona en las relaciones entre mé¬ 
dico y paciente, y resuelve que si el médico depende del patrono 
o de la compañía de seguro para el pago de sus honorarios profe¬ 
sionales, en lugar de depender del paciente, el médico está sirvien¬ 
do a dos amos con intereses conflictivos. 

La práctica contractual de la medicina constituye, al efecto, 
un arreglo o convenio entre un médico y un grupo de médicos co¬ 
mo principales o agentes de una compañía, organización o indivi¬ 
duo, para rendir servicios médicos totales o parciales a un grupo o 
clase de individuos, basándose en un sueldo o un pago estipulado 
por cada paciente examinado o tratado. La práctica contractual en 
sí no constituye necesariamente una violación a la ética médica. Se 
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constituye en práctica no-ética si existen ciertos aspectos tales 
como: 

1. Si solicitan pacientes directa o indirectamente. 

2. Cuando interfiere con la competencia razonable que debe 
existir en la comunidad. 

3. Cuando la libre elección de médico no puede ser ejercida 
por el paciente. 

4. La libre elección de médico, cuando se aplica el término en 
relación a la práctica contractual, es definida por la Asocia¬ 
ción Médica Americana como “ese grado de libertad en la 
selección del médico que se puede ejercer bajo las condicio¬ 
nes usuales de empleo entre médico y paciente,” cuando 
ninguna otra persona tenga “interés válido” o intervenga. 

La existencia de una tercera persona con intereses válidos no 
hace que un contrato sea necesariamente no ético. El “interés vá¬ 
lido” se define como ese interés que por ley o necesidad hace que 
una tercera persona sea legalmente responsable por el costo del ser¬ 
vicio médico o por la indemnidad. Es obvio que un plan de seguro 
de salud carece del “interés válido”, según se define en el Código 
de Etica, cuando es controlado u operado por personas que no sean 
médicos incluyendo los consumidores o recipientes del seguro mé¬ 
dico. 

Durante el curso de este estudio, hemos dedicado algún tiem¬ 
po a compenetrarnos, hasta donde nos ha sido posible, con la orga¬ 
nización y operaciones de la Cruz Azul de Puerto Rico ya que esta 
entidad ha sido la organización primera en ofrecer servicios de 
hospitalización y servicios médico-quirúrgicos bajo un plan de se¬ 
guro de salud voluntario en la isla y actualmente cuenta con un 
gran número de suscritores. 

Queremos repetir que somos firmes creyentes en el principio 
de los planes de seguro de salud voluntario, a través de organi¬ 
zaciones como el Escudo Azul y otros planes similares, que pue¬ 
dan ofrecer a nuestro pueblo los medios para enfrentarse a la siem¬ 
pre presente amenaza de gastos inesperados de hospitalización y 
servicios médicos que puedan crear caos económicos y torturas 
mentales en las familias que por falta de recursos económicos no 
pueden sufragar estos gastos; pero también queremos hacer cla¬ 
ro que estamos en completo desacuerdo con todos los planes que, 
aunque organizados con este noble propósito en mente, violan los 
principios básicos de las relaciones profesionales y cuyas activida¬ 
des al ser aceptadas tácita o abiertamente por la Clase Médica 
puedan afectar desfavorablemente el desarrollo futuro de otros 
planes similares, alterando y rebajando la calidad de los servicios 
médicos y fomentando aún más el desprecio por las ya en muchas 
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ocasiones ignoradas y olvidadas normas y principios de la Etica 
y Moral Médica. 

De no enfrentarnos nosotros al problema ahora, vemos en el 
horizonte el no lejano momento en que estas prácticas, aunque no 
motivadas por deseos mezquinos y si más bien el resultado de una 
ignorancia completa de los postulados éticos más elevados que nos 
deben regir, puedan constituirse por costumbre en el ejemplo que 
adopten otras agrupaciones al organizarse en años futuros. Es ne¬ 
cesario cortar el mal de raíz ahora, antes que tome tal magnitud 
que se acostumbren los médicos y otras personas envueltas a creer 
que es el método correcto de hacer las cosas. 

No dudamos que en el caso específico de la Cruz Azul las irre¬ 
gularidades, que en nuestra opinión existen y las cuales pasaremos 
a anotar inmediatamente, no han sido motivadas por el deseo de 
violar nuestros principios sino más bien han sido el resultado de 
las dificultades que ha tenido este plan en sobrevivir desde su co¬ 
mienzo y el deseo honrado de extender los beneficios de un plan 
como la Cruz Azul al mayor número de personas en la isla. Con 
estas observaciones en mente vamos a pasar a hacer un breve aná¬ 
lisis de algunos de los puntos que consideramos más importantes 
dentro de la organización de la Cruz Azul de Puerto Rico. 

La Cruz Azul de Puerto Rico fué organizada al amparo de la 
Ley #152, aprobada en el mes de mayo de 1942, y cuyo propósito 
es “autorizar la formación de asociaciones con fines no pecunaria- 
rios para prestación de servicios de hospitalización bajo la super¬ 
visión del Superintendente de Seguros de Puerto Rico y para otros 
fines.” 

Dice la ley, en su texto, que las organizaciones creadas al 
amparo de esta ley estarán exentas del cumplimiento de las dis¬ 
posiciones de la Ley de Seguro de Puerto Rico con excepción de las 
que en ésta se provea específicamente. 

Haciendo un estudio de la ley básica #152, encontramos que 
dice: “los contratos entre la solicitante y los hospitales solicitantes 
obliga al hospital o grupos de hospitales, que sean parte en el con¬ 
trato, a prestar los servicios a cada suscritor a que tuviera este 
derecho bajo los términos del contrato que se le hubiera extendido. 

El día 25 de abril de 1946, la Ley #466 fué aprobada para pro¬ 
veer servicios médicos y de hospitalización a los funcionarios y em¬ 
pleados del Gobierno Insular de Puerto Rico. El artículo V, Inciso 
B, autoriza al Superintendente de Seguro de Puerto Rico a “for¬ 
malizar con la Cruz Azul el contrato o los contratos necesarios pa¬ 
ra la prestación de los servicios médicos y de hospitalización” a 
que se refiere esta ley. 

El 31 de diciembre de 1946 se aprobó la Ley #21 para adicio- 
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nar dos incisos que se denominaron Inciso A e Inciso B de la Sec¬ 
ción I de la Ley #152 del 9 de marzo de 1946. 

El Inciso A. en parte dice: “Por atención de hospital o servi¬ 
cios de hospitalización, tal y como se expresa en la sección anterior 
y a los efectos de esta ley, se entenderá todos los servicios que 
pueda prestar un hospital en cualquiera de sus departamentos in¬ 
cluyendo en estos el de dispensario y servicio social así como cual¬ 
quier otro necesario para la conservación de la salud o el completo 
restablecimiento del paciente.” 

El Inciso B en parte dice: “Hasta donde sea posible, todo ser¬ 
vicio que se preste bajo el plan que especifique esta ley deberá 
ser uniforme en cuanto a los servicios que deberán prestarse a los 
suscritores y este requisito deberá conseguirse en todo contrato que 
se formalice con hospitales o clínicas previamente clasificados.” 

La Ley #196 del 7 de marzo de 1949 y en su sección III dice 
en parte: 

“La Junta de Directores de una asociación organizada con 

fines no pecuniarios para establecer, mantener y operar un 

plan de servicios de hospitalización estará formada por gru¬ 
pos de las siguientes personas: 

1. Administradores, directores o síndicos de hospitales que 
hubieran contratado con dicha asociación para rendir servi¬ 
cios de hospitalización a sus suscritores. 

2. Doctores en el ejercicio de la Medicina y Cirugía, que no 
estén incluidos en el grupo #1 y en número igual al núme¬ 
ro que compongan el grupo #1. 

3. Personas del público, que fueran suscritores de dichos ser¬ 
vicios de hospitalización, en un número igual a la suma de 
los grupos #1 y #2 arriba mencionados.” 

La Ley #311 del 13 de mayo de 1949, aprobada con el propó¬ 
sito de enmendar el título y los artículos II y III de la Ley #462 
del 25 de abril de 1946, autoriza a las Asambleas Municipales de 
Puerto Rico incluyendo la Junta de Comisionados del Gobierno de 
la Capital, a proveer, mediante ordenanza, servicios médicos y de 
hospitalización bajo un plan análogo al que se estableció en esta 
ley para los funcionarios y los empleados de los gobiernos muni¬ 
cipales. 

Las leyes arriba mencionadas autorizan la organización, con 
fines no pecuniarios, de agencias para prestar servicios de hospi¬ 
talización. En la ley original, o sea la Ley #152, no se hace men¬ 
ción ninguna de servicios médicos y esta ley obliga al hospital a 
prestar los servicios al suscritor a que tengan derecho bajo el con¬ 
trato expedido. 
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Es la Ley #466 la que hace mención por primera vez de servi¬ 
cios médicos, pero autoriza la prestación de estos servicios, o sea 
servicios médicos y de hospitalización, sólo a los empleados y fun¬ 
cionarios del Gobierno Insular; más tarde se autoriza a las Asam¬ 
bleas Municipales y Junta de Comisionados del Gobierno de la Ca¬ 
pital, por virtud de la Ley #311, a proveer servicios médicos y de 
hospitalización bajo un plan análogo a los funcionarios y emplea¬ 
dos de los gobiernos municipales. 

Entendemos pues que la ley solamente autoriza a la Cruz Azul 
a prestar servicios médicos a estos dos grupos de empleados de los 
gobiernos insulares y municipales. En la definición de servicio 
de hospitalización, que se hace en el Inciso A de la Ley #466, se 
autoriza a los hospitales a prestar servicio de dispensario. No 
creemos que esto pueda interpretarse como que deba incluir los 
servicios profesionales, o sea los servicios médicos prestados en los 
dispensarios, y si más bien que se refiere a las facilidades físicas 
de dispensario como servicios de enfermeras, archivos, tarjeteros 
y otros requisitos que son necesarios para el establecimiento de 
un dispensario. 

Al decir la ley que por servicios de hospitalización se entende¬ 
rá todos los servicios que puede prestar un hospital en sus diferen¬ 
tes departamentos, no puede entenderse que esto incluye servicios 
profesionales de los médicos ya que la Facultad Médica no forma 
parte de ningún departamento del hospital, sino es una organi¬ 
zación con gobierno propio y en quienes la Junta de Directores 
del hospital delega totalmente la responsabilidad de ejercer todas 
las funciones médicas dentro del hospital. 

Hemos estudiado la comunicación de la Oficina del Secreta¬ 
rio de Justicia, suscrita por el Secretario de Justicia, Hon. José 
Trías Monje, que con fecha del 26 de abril de 1954 dirigiera al 
Superintendente de Seguros de Puerto Rico, Sr. M. Nieves Hidal¬ 
go. Esta carta del Procurador la motivó una pregunta hecha por 
el Sr. Nieves Hidalgo sobre si podía organizarse en Puerto Rico 
una entidad para prestar servicios médicos exclusivamente sin in¬ 
cluir servicios de hospitalización. La opinión del Procurador Ge¬ 
neral es que no puede organizarse una asociación para prestar 
servicios médicos exclusivamente sin incluir el servicio de hospi¬ 
talización bajo las disposiciones de la Ley #152 del 9 de mayo de 
1942. Debemos mencionar que una opinión previa de la Oficina 
del Procurador, con fecha del 16 de agosto de 1946, definiendo el 
sentido y el alcance de la frase “servicio de hospitalización”, dice 
en parte: “ ... . incluye únicamente aquellos servicios médicos que 
deben prestarse a un paciente hospitalizado”. Para poder entonces 
extender el servicio a pacientes no hospitalizados fué necesario 
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enmendar la ley, lo cual se hizo a través de la Ley #21, que ya 
mencionamos. 

El propio Procurador General, en su carta del 26 de abril de 
1954, dice: 

“En Puerto Rico hay dos estatutos sobre la materia, la 
Ley #152 del 9 de mayo de 1942 y la Ley #466 del 25 de abril 
de 1946. La primera autoriza la formación de asociaciones 
con fines no pecuniarios para establecer, mantener y operar 
cualquier plan de servicio de hospitalización sin fines pecu¬ 
niarios, y en virtud del cual se provea atención de hospital por 
algún hospital o grupo de hospitales.” 

Consideramos que la opinión del Procurador no puede inter¬ 
pretarse como que en Puerto Rico los hospitales están autorizados 
para prestar servicios médicos. Esto simplemente sería la práctica 
corporativa de la medicina. Hay suficientes opiniones y decisiones 
legales que han respaldado el principio de que no puede practicarse 
medicina por corporaciones, y todas estas opiniones han surgido 
en relación a casos en que las corporaciones han sido creadas con 
fines pecuniarios por médicos o personal no médico. 

Si el hospital hace un contrato para prestar servicios médi¬ 
cos, el hospital está practicando medicina a través de sus agentes, 
los médicos, y de acuerdo a la doctrina legal los actos del agente 
son los actos del superior. Ninguna persona que no sea un médico 
autorizado puede directa o indirectamente practicar medicina. So¬ 
lamente personas naturales pueden ser licenciadas para practicar 
medicina. Las corporaciones no tienen derechos profesionales, pri¬ 
vilegios o poderes. Es una imposibilidad física que una corporación 
pueda practicar medicina ya que no pueden ceñirse a los estatutos 
tomando exámenes, pasando exámenes, etc. 

Estamos seguros que esa opinión del Procurador General hi¬ 
zo que la Cruz Azul de Puerto Rico extendiera su campo de acti¬ 
vidades para vender servicios profesionales a los suscritores, ade¬ 
más del servicio de hospitalización. 

Si el servicio de hospitalización fuese el único que la Cruz 
Azul ofreciera en sus contratos, solamente estaría en conflicto la 
paternidad de las especialidades de Patología, Radiología, Aneste¬ 
sia y Terapia Física, las cuales son incluidas como servicios de 
hospitalización en algunos planes, incluyendo los de la Cruz Azul, 
y como servicios médicos en otros y los cuales la Asociación Mé- 
ca Americana opina enfáticamente que no deben incluirse con los 
servivcios de hospitalización o en planes de hospitalización. 

La Cruz Azul, al asumir que la ley le autoriza para la exten¬ 
sión de sus actividades al campo médico-quirúrgico, ha entrado en 
este aspecto de la práctica médica haciendo contratos con médi- 
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coa a través de hospitales e individualmente. Siendo esto cierto, 
entonces señalamos nuestra objeción ética de que la Cruz Azul no 
tiene el interés válido, según la definición que dimos anteriormente 
y que ha sido postulada por la Asociación Médica Americana, y se 
constituye en una tercera parte o una tercera persona en las rela¬ 
ciones entre médico y paciente. Además los médicos no tienen 
control ninguno sobre los servicios médicos; y varios aspectos de 
este plan están en contra de los principios de la libre elección de 
médico, a saber el Plan de Dispensario. 

La profesión médica no tiene control absoluto sobre la ética 
de ninguna persona excepto sus propios miembros, no tiene con¬ 
trol de ninguna naturaleza sobre agencias de seguro ya sean com¬ 
pañías comerciales o compañías voluntarias, con fines no pecunia¬ 
rios, a quienes el médico le da el poder de vender sus servicios. 
Esta es la razón por la cual no puede existir ninguna base ética 
bajo la cual un médico pueda permitir a una agencia lega a ven¬ 
der sus servicios por un precio sin esto constituirse en una con¬ 
dición que tiende a la explotación del paciente. 

El Plan de Dispensario de la Cruz Azul de Puerto Rico es un 
ejemplo más de una situación irregular. En el área metropolitana 
existen aproximadamente, según la información que hemos podi¬ 
do obtener, 13 dispensarios de la Cruz Azul siendo la mayor parte 
de ellos dispensarios de hospitales y algunos dispensarios de mé¬ 
dicos individuales. Este tipo de plan limita la participación de to¬ 
dos los médicos que estén dispuestos a servir a pacientes de la 
Cruz Azul y si bien puede alegarse que cualquier médico puede 
participar del Plan de Dispensario en el área metropolitana, que 
tenga facilidades de radiología, laboratorio, etc., exigidos por el 
plan, es lógico asumir que la práctica médica corriente no exige al 
médico tener este equipo necesariamente para prestar servicios mé¬ 
dicos adecuados en su oficina, por lo cual los requisitos de la Cruz 
Azul están limitando indirectamente la libre elección del médico 
por el paciente. 

Aún asumiendo que la ley autoriza a los hospitales a practi¬ 
car medicina, la enmienda provista por la Ley #21 autoriza sola¬ 
mente a los hospitales a proveer servicio de dispensario. No hemos 
encontrado en ninguna parte de la ley nada que indique que los 
médicos individualmente en su oficina puedan prestar servicios de 
dispensario bajo contrato con la Cruz Azul. 

El Sr. Mark Kormes, actuario consultor de la Cruz Azul de 
Puerto Rico, expresó su opinión de que la asignación de pacientes a 
hospitales estaba en conflicto con la libre elección de médico por 
el paciente, y aconsejó que esto no debía hacerse; pero encontra¬ 
mos que los pacientes acogidos al Plan de Dispensario están ac¬ 
tualmente asignados a diferentes dispensarios y, como antes deja- 
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mos apuntado, ia Junta de Regentes tiene el control de la acepta¬ 
ción o rechazo de solicitudes de cambios de dispensario. 

No es necesario discutir más el problema ya que para nos¬ 
otros es obvio que esto está en contra de las normas básicas de 
la práctica médica, según los postulados de la Asociación Médi¬ 
ca Americana. El Sr. Kormes, en su carta del 19 de octubre de 
1953, dirigida a la Cruz Azul de Puerto Rico, también expresó 
muy bien el hecho de que la idea de la Cruz Azul de establecer 
sus propios dispensarios sería rechazada por la profesión médica 
y añadió la frase “and properly so”. 

En varias ocasiones la Cruz Azul de Puerto Rico ha formula¬ 
do planes encaminados a establecer dispensarios propios; y en su 
carta del 23 de julio de 1953 al Comité Ejecutivo, el Director Eje¬ 
cutivo esbozó un plan mediante el cual la Cruz Azul establecería 
sus propios dispensarios médicos, brindando servicios médicos a 
través de médicos asalariados. Si bien estos esfuerzos por esta¬ 
blecer los dispensarios con médicos asalariados, pagados directa¬ 
mente por la organización de la Cruz Azul, aparentemente no han 
tenido el respaldo de la Junta de Regentes, ha habido repetidas in¬ 
tenciones de establecer este tipo de servicio. Un plan similar a 
este, mencionado en la comunicación anterior, trató de establecer¬ 
se en la ciudad de Ponce para dar servicio a una unión de trabaja¬ 
dores de muelles, no habiendo recibido el endoso de la Asociación 
Médica del Distrito Sur. La importancia que damos a esto se ba¬ 
sa en que vemos una constante tendencia a establecer métodos de 
práctica médica que están completamente en desacuerdo con nues¬ 
tros postulados. 

Si uno de estos planes de dispensario hubiese sido aceptado y 
estuviese en funcionamiento, veríamos en ellos el principio de un 
cambio radical en nuestros sistemas médicos ya que a menos que 
hubiese sido objetado por los miembros de la Asociación Médica 
de Puerto Rico, el aumentar en número estos dispensarios, trae¬ 
rían una competencia ilícita y perjudicial para los médicos que prac¬ 
ticaran en la comunidad donde estos dispensarios fueran estableci¬ 
dos. 

¿Por qué se pensó en el establecimiento de estos dispensa¬ 
rios? No lo sabemos y no creemos que el propósito primordial 
haya sido el violentar e ignorar el sentir de la profesión organi¬ 
zada sino más bien, como dijimos anteriormente, la necesidad de 
hacer algo para extender servicios médicos a un mayor número de 
personas. Por eso es que debe ser la Asociación Médica de Puerto 
Rico la que tome esta iniciativa y la tome con el conocimiento y 
convencimiento absoluto de que el método a seguirse ha de ser el 
método correcto y que no se implantarán costumbres o métodos 


Vol. 47 No. 9 


Informe sobre Escudo Azul 


389 


que sean perjudiciales al desarrollo normal de la práctica médica 
en la isla. 

Nos ha sorprendido grandemente el estudio que hemos hecho 
de los contratos que tiene la Cruz Azul con los hospitales de Puer¬ 
to Rico. El contrato típico de esta organización con un hospital 
dice en su primera página: 

“La Cruz Azul de Puerto Rico y el hospital X, corpora¬ 
ción que se dedica a la hospitalización y tratamiento médico- 
quirúrgico en general.. 

La primera frase del contrato expresa una ignorancia total de 
la función del hospital y lo constituye en un practicante de la me¬ 
dicina. Más adelante dice el contrato: 

“Las partes comparecientes tienen convenido un contra¬ 
to para la hospitalización y asistencia médica-quirúrgica en 
general y lo llevan a efecto bajo las siguientes cláusulas.” 

Esto es una repetición del error anterior. La Cláusula I, In¬ 
ciso E del mismo contrato dice: 

“El término servicio de hospitalización significará todos 
los servicios especificados en la Cláusula III de este contra¬ 
to.” 

Y la Cláusula III dice en su Sección B: 

“Servicios Médico-Quirúrgicos — El Hospital X se com¬ 
promete y obliga a que su Staff Médico, según esté registrado 
con el Puerto Rico Hospital Council y con la Asociación Mé- 
ca de Puerto Rico, prestará toda clase de asistencia médico- 
quirúrgica que requieren los miembros de la asociación que 
soliciten tales servicios del hospital ...; se compromete ade¬ 
más a prestar toda clase de asistencia postoperatoria hasta 
el total restablecimiento de los pacientes tratados.” 

Muy poco comentario requiere esta cláusula ya que, como di¬ 
jimos en párrafos anteriores, la Facultad Médica de un hospital 
tiene gobierno propio y la Junta de Directores del hospital no tie¬ 
ne el derecho de firmar contratos con ninguna organización que 
de manera alguna obligue a la Facultad Médica a prestar servi¬ 
cios de una manera o de otra a menos que no se tenga el consen¬ 
timiento escrito y previa consulta con esa Facultad Médica. 

Creemos que todo contrato que ha formalizado la Cruz Azul 
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de Puerto Rico con hospitales, los cuales no hayan consultado a 
su Facultad Médica, queda por lo tanto necesariamente nulo ya 
que no está dentro de los atributos de la administración del hos¬ 
pital hacer tal cosa. 

Realmente no entendemos como se ha podido permitir que hos¬ 
pitales, dirigidos por médicos creyentes en los más altos principios 
de la Etica Médica, hayan podido firmar contratos de esta natu¬ 
raleza con organizaciones de seguro de salud voluntario. 

Pasando al contrato de la Cruz Azul con los médicos, encon¬ 
tramos que una parte del contrato dice: 

“The physician binds himself not to join or engage in 
any new agreement or similar contract for medical Services 
with any other association, Corporation or groups for the 
purpose of providing professional Services to a group or an 
association during the life of this contract.” 

Solamente merece esta cláusula el comentario que de acuerdo 
con los principios que estableció la Asociación Médica Americana 
para conceder su aprobación a planes de servicio médico volunta¬ 
rio, específicamente excluía de la lista de aceptación todos los 
planes que incorporan una cláusula de esta naturaleza en su con¬ 
trato. 

Resumiendo, podemos decir que es nuestra considerada opinión 
que la Cruz Azul no está autorizada a vender servicios médicos en 
la isla de Puerto Rico y que esto debe aclararse definitivamente, 
pidiendo una opinión en cuanto a este punto específicamente, del 
Procurador General de Puerto Rico. Asumiendo que la Cruz Azul 
de Puerto Rico esté autorizada a hacerlo, la manera como ha lle¬ 
vado a cabo esta función no ha sido satisfactoria para la Clase 
Médica o el paciente ya que involuntariamente, estamos seguros, 
al tratar de llevar a cabo su cometido ha olvidado algunos de los 
aspectos básicos y primordiales que gobiernan las relaciones en¬ 
tre médico y paciente; y por los cuales es nuestro deber velar 
para que se mantengan siempre puros e inviolables. 

Debemos recordar que la Cruz Azul de Puerto Rico es una 
agencia de los hospitales y no una agencia de los médicos. El Ar¬ 
tículo #24 del reglamento, promulgado por el Superintendente de 
Seguros de Puerto Rico en enero de 1949, establece que la “res¬ 
ponsabilidad económica por servicios a los suscritores” será asu¬ 
mida por los hospitales asociados en cualquier momento a través 
de contratos que se hagan con las asociaciones. 

La opinión del Hon. Procurador, antes mencionada en este in¬ 
forme, también deja establecido que la “atención de hospital” se¬ 
rá provista por “algún hospital o grupo de hospitales”, y sí se de- 
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finió que esto incluía servidos médicos o profesionales, entonces 
es claro también que la responsabilidad final por los servicios de 
hospitalización y los servicios médicos que hoy día presta la Cruz 
Azul recae en los hospitales asociados; y que por consiguiente, son 
los hospitales los que están vendiendo, controlando y administran¬ 
do los servicios profesionales que ofrece este plan. 

No necesitamos repetir que este tipo de arreglo está en con¬ 
tra de por lo menos cuatro de los cinco postulados de la Asociación 
Médica Americana, y los cuales enumeramos anteriormente, en 
las páginas 5 y 6 de este informe. 

VI. Conclusiones 

Los planes de servicio médico voluntario han demostrado su 
verdadero valor y no debe quedar la menor duda en la mente de los 
aquí presentes que estos planes seguirán desarrollándose y que han 
de constituir un factor importantísimo en la distribución de los 
servicios médicos en los Estados Unidos y Puerto Rico durante 
muchos años venideros. 

Es por lo tanto la responsabilidad de la Asociación Médica de 
Puerto Rico asumir una posición clara, firme y definitiva en re¬ 
lación a la manera como los servicios médicos voluntarios han de 
distribuirse en nuestra isla, teniendo en mente el solo propósito 
de velar porque el mayor número de personas sean beneficiadas y 
que el beneficio médico a recibirse sea el máximo y a tono con los 
adelantos de la medicina moderna. 

Estamos obligados a asumir este liderato ya que es la única 
manera de asegurar a nuestros pacientes que recibirán servicios 
médicos organizados, controlados y dispensados exclusivamente 
por la profesión médica de Puerto Rico. 

La Asociación Médica de Puerto Rico no estará en el negocio 
de seguros sino más bien estará contribuyendo a que mejor cali¬ 
dad y mayor cantidad de beneficios médicos sean repartidos entre 
nuestros ciudadanos. Es importantísimo recordar que dependien¬ 
do del interés que nuestra asociación preste a este asunto, el fu¬ 
turo de la Medicina en Puerto Rico depende ya que si no recoge¬ 
mos el guante y nos enfrentamos al problema, dándole nuestro 
decidido respaldo y entusiasta cooperación, brindaremos las opor¬ 
tunidades para la intervención del gobierno y el control de la Me¬ 
dicina por agencias gubernamentales. 

Los médicos que asumen la actitud de que estos planes serán 
de corta duración o vida deben desechar de su mente esta idea o 
prepararse para un rudo despertar. Estos planes tienen raíces per¬ 
manentes en el campo de la medicina moderna y somos nosotros 
quienes debemos instrumentarlos, dirigirlos y controlarlos. El de- 
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sarrollo feliz de estos planes ha de depender en gran parte de la 
honestidad profesional de los médicos participantes para que no se 
cometan abusos; y debe ser la Asociación Médica el factor deter¬ 
minante quien impondrá la disciplina necesaria entre nuestros 
miembros para que respeten los principios de estos planes y se 
logre un éxito total en su establecimiento y desarrollo. 

Por otro lado, los pacientes ayudarán a limitar cualquier abu¬ 
so según vayan siendo enseñados que el costo del servicio médico 
voluntario está determinado directamente en una gran parte por 
la honradez con que use el suscritor sus beneficios. 

Los planes de servicio médico voluntario en nuestra isla, para 
llegar a rendir el máximo de los beneficios en los objetivos médicos 
para lo cual han de crearse, deben gozar necesariamente del abso¬ 
luto respaldo de la medicina organizada en Puerto Rico, o sea la 
Asociación Médica de Puerto Rico, y los médicos entender que 
nuestro futuro está íntimamente abrazado al futuro de estos pla¬ 
nes de servicio médico, y su fracaso una vez establecidos signifi¬ 
cará el colapso total del movimiento de seguro médico voluntario. 

Todos los médicos deben compenetrarse íntimamente con los 
principios de los planes de Escudo Azul y darle su sincera ayuda 
si es que con la más pura conciencia quieren desempeñar la respon¬ 
sabilidad que la comunidad ha depositado en ellos. Una vez que 
queden establecidos en nuestra isla tenemos que aceptar sin re¬ 
servas mentales que ellos han de ser la expresión de la Asociación 
Médica de Puerto Rico, y este endoso nuestro es el único que pue¬ 
de llevarlos a su éxito y completa madurez. 

Nuestro plan ganará rápidamente su puesto en nuestra comu¬ 
nidad y estamos llamados a infundir la confianza y entendimien¬ 
to mutuo entre los suscritores para que estos también depositen 
su confianza en nuestro plan, que es el plan de los médicos, que es 
el plan que habrá de representar el sentir de la Clase Médica de 
Puerto Rico. Nuestro pueblo desarrollará confianza en nuestro 
plan de servicios médicos porque el pueblo tiene plena confianza 
en sus médicos y no puede permitir que esta confianza nunca los 
abandone. 

Por su importancia vital en el desarrollo futuro de la medici¬ 
na en nuestra isla, el plan de Escudo Azul merece el respeto, el 
endoso y el liderato de la Asociación Médica de Puerto Rico, y de¬ 
bemos actuar con el único y primordial interés de que nuestros 
pacientes estén cubiertos, sin importarnos que otras organizacio¬ 
nes vendan seguros de salud, siempre y cuando lo hagan de acuer¬ 
do a los principios que ya hemos mencionado. 

Es nuestra opinión que la competencia, entre organizaciones, 
por el seguro de salud es beneficioso para el pueblo, y solo nos brin¬ 
dará una magnífica oportunidad para demostrar, sin lugar a 
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dudas, que el plan operado por los médicos es el mejor y el que 
más adecuadamente puede servir las necesidades médicas del sus- 
critor. Eventualmente, los competidores tendrán que retirarse 
del campo y no ofrecer planes de seguros que no tendrán nunca el 
endoso de la medicina organizada. 

Ya que no se pueden establecer en Puerto Rico organizaciones 
con fines no pecuniarios para rendir servicios médicos sin incluir 
servicios de hospitalización al amparo de la Ley #152, según la 
opinión emitida por el Procurador General de Puerto Rico, el mé¬ 
todo para establecer el plan de Escudo Azul deberá ser el siguiente: 

1. Organizar una compañía mutua y al amparo de la Ley Ge¬ 
neral de Seguros de Puerto Rico. No hay necesidad de legis¬ 
lación especial para la creación de un plan de seguro médico 
como el que recomendamos. 

2. Todo plan de servicio médico que se organizara al amparo 
de la Ley #152 tendría que ser una duplicación de la Cruz 
Azul de Puerto Rico y no estaría bajo ningún concepto aus¬ 
piciado o controlado por la Clase Médica de Puerto Rico. 

3. No es posible el establecimiento de un plan de seguro médi¬ 
co controlado por la Asociación Médica de Puerto Rico y ad¬ 
ministrado en su totalidad o en parte por el personal admi¬ 
nistrativo de la Cruz Azul de Puerto Rico. 

4. El plan de Escudo Azul debe tener el endoso incondicional 
de la medicina organizada de Puerto Rico. 

5. Este plan tiene que ser organizado, controlado y operado por 
la Asociación Médica de Puerto Rico y llenar todos los re¬ 
quisitos de aprobación, postulados por la Asociación Médica 
Americana. 

6. Para evitar la interferencia indeseable de otros intereses, o 
la influencia y dominación de los hospitales, los médicos de¬ 
ben mantener un absoluto control de todas las fases y acti¬ 
vidades del plan. 

7. El plan debe estar administrado por personal competente en 
este ramo, delegando los médicos la administración pero rete¬ 
niendo el control y la responsabilidad final. 

8. El plan básico debe proveer beneficios en forma de servicios 
médicos totales, con un límite pre-determinado o “ceiling” 
de ingreso anual por paciente. Sobre esta cantidad anual, el 
plan no debe proveer beneficios totales en forma de servicio 
médico. El ingreso anual que ha de servir de límite a los be¬ 
neficios médicos totales, debe ser un número realista y su¬ 
ficientemente alto para poder cubrir a todas aquellas perso¬ 
nas de ingresos marginales, limitados e insuficientes para en¬ 
frentarse a gastos extraordinarios. 
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9. Los beneficios en forma de servicios médicos satisface me¬ 
jor el deseo de los suscritores de entradas limitadas y ayuda 
grandemente a elevar la posición del médico ante el público, 
ya que no enfatiza el factor de dinero sino el factor de ser¬ 
vicio médico. 

10. Beneficios en forma de servicios médicos provee la única 
incontrovertible justificación para que los médicos asuman 
control de un plan de seguro de salud, y proveen al médico la 
oportunidad de ofrecer algo que sólo él puede ofrecer, ayu¬ 
dando en esta forma a mantener nuestra libertad profesional. 

11. Solamente un plan nuestro podrá combinar factores, tales 
como “deducibles”, “co-aseguro”, “pagos en efectivo”, y “be¬ 
neficios de servicios médicos”, en un plan armonioso y acep¬ 
table para la profesión y para el público. 

12. No existe razón alguna para que un nuevo plan pueda co¬ 
meter graves errores, pues todos los errores concebibles han 
sido ya cometidos por uno u otro de estos planes. El uso pru¬ 
dente de la información y experiencia adquirida por los pla¬ 
nes de Escudo Azul en funcionamiento, evitará que nuestro 
plan cometa errores básicos de criterio y evitará los proble¬ 
mas que otros planes han tenido que resolver durante los úl¬ 
timos 13 años. 

VII. Recomendaciones 

Tomando en consideración lo arriba expuesto, este comité re¬ 
comienda a los miembros de la Cámara de Delegados de la Aso¬ 
ciación Médica de Puerto Rico lo siguiente: 

1. Que se organice inmediatamente, por la Asociación Médica 
de Puerto Rico, una compañía mutua, para ofrecer servicios 
médicos voluntarios pre-pago, con el asesoramiento de los con¬ 
sejeros legales de la Asociación y la cooperación de la Ofici¬ 
na del Superintendente de Seguros de Puerto Rico. 

2. Que se haga una asignación de fondos para obtener los ser¬ 
vicios de un actuario consultor que prepare los detalles de 
funcionamiento del plan. 

3. Una vez preparado los detalles del plan, este debe ser some¬ 
tido a esta Cámara de Delegados para su aprobación y luego 
someterlo a la consideración de una asamblea general de la 
Asociación Médica de Puerto Rico. 

4. Que se nombre por la Cámara de Delegados un comité de 3 
miembros, quienes serán responsables de la organización ini¬ 
cial y funcionamiento del plan y quienes tendrán de conseje- 


Vol. 47 No. 9 


Informe sobre Escudo Azur, 395 


ro al actuario consultor, hasta tanto se pueda asegurar razo¬ 
nablemente la estabilidad futura del plan. 

5. Que por ser de tan vital importancia y trascendencia este 
problema, se tome acción inmediata y definitiva. Estamos 
destinados a tomar una decisión crucial en este momento, y 
si actuamos prudentemente, con orientación clara e ideales 
elevados, será nuestra la recompensa de ver que los más no¬ 
bles y sanos postulados de la profesión médica han sido de¬ 
fendidos y que nuestros pacientes han recibido plenamente 
los amplios beneficios de la medicina moderna, que nosotros, 
y solo nosotros, podemos ofrecerles. 

E. Colón Yordán, M.D. 

Presidente, Comité Especial 
de Escudo Azul 

FUENTES DE INFORMACION 

1. Law of Hospital, Physician and Patient - Hayt, Hayt, and Groeschel. 

2. The Health Insurance Story - Health Insurance Council. 

3. The Growth of Voluntary Health Insurance - A.M.A., Council on Me¬ 
dical Service. 

4. The extent of Voluntary Health Insurance Coverage in United States. 
- The Health Insurance Council. 

5. Voluntary Frepayment Medical Benefit Plans (1954) - A.M.A., Council 
on Medical Service. 

6. Medical Economics (varios artículos recientes publicados, en que va¬ 
rias autoridades discuten asuntos de la Cruz Azul y el Escudo Azul). 

7. Reglamento promulgado por el Superintendente de Seguros de Puer¬ 
to Rico, 28 de enero de 1949 - para la autorización y funcionamiento de aso¬ 
ciaciones con fines no pecuniarios para prestar servicios de hospitalización. 

8. Entrevista personal con el Sr. M. Nieves Hidalgo, Superintendente de 
Seguros de Puerto Rico. 

9. Información obtenida de los directores de cerca de 40 planes de Es¬ 
cudo Azul en operación en Estados Unidos. 


TERCER CURSO POSTGRADUADO 
Octubre 3-7, 1955 



M. A. Blaniceniiokn, M.D. 

Director del Departamento de 
Medicina Interna, Colegio de 
Medicina, Universidad de Cin- 
cinnati. 


PROGRAMA 

Octubre 3 - Lunes - 8:30 p.m. 

Acute and Chronic Pancreatitis. 

Octubre 4 - Martes - 8:30 p.m. 

Beriberi Heart Disease. 

Octubre 5 - Miércoles - 8:30 p.m. 

Differential Diagnosis and Treatment of Disseminatcd Mi- 
liary Lesions of the Lung. 

Octubre 6 - Jueves - 8:30 p.m. 

Classification, Diagnosis and Management of Cirrhosis of 
the Liver. 

Octubre 7 - Viernes - 8:30 p.m. 

Recent Advances in the Treatment of Lymphomas and 
Leukemias. 
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AFTER 

WEANING, TOO 

Pet Evaporated Milk is the simple, 
logical milk to recommend at least 
through the first year... because good 
Pet Milk supplies all the essential 
food energy and body-building sub- 
stances of milk, and babies who have 
thrived on Pet Milk during bottle 
feeding days eagerly continué it as 
delicious milk to drink . . . and Pet 
Milk can save young parents many 
dollars that first year alone. 

Favorecí Form oj Milk 
For lujant Formula 


PET 

Mft 

. *e«fssí*t*í». 


ti 


S, m ¡. 


wm 


31 




Bill! 






¡V 
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ET MILK COMPANY, ARCADE BUILDING; ST. LOUIS 1; MISSOUR 

Distribuidores: B. FERNANDEZ & HNOS., INC. 

San Juan, Puerto Rico 
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QUACHLORAL 

Su/20£tte¿L > 


Chloral Hydrate in Suppository Form 

The NEOCERA Base 
A special blend of water-soluble 
waxes requiring no refrigeration. 
Advantages 



Non-barbiturate, non-cumulative 


and no gastric disturbances. Ac- 
curate and pre-measured dosage 


without any rectal discomfort or 
irritation. No leak-back after in- 


sertion. Rapid solubility assures 
prompt sedation. 


Supplied 


Aquachloral Supprettes, 5 grains 
(green), 10 grains (blue), 15 grains 
(yellow) in jars of 12. 

Professional Samples Upon Request 


°)({//l'aiH <_?/. ^< 9 . 

MEMPHIS 3, TENNESSEE 












UNA MANERA SENCILLA DE ESTIMULAR LA 





Todos los alimentos 
BEECH-NUT para bebés 
han sido aceptados por el 
Consejo de Alimentos y 
Nutrición de la Asociación 
Médica Americana, como 
también todas las afirma¬ 
ciones en cada anuncio de 
Alimentos BEECH-NUT 
para bebés. 


Cuando una madre preocupada le pregunte 
qué hacer para que su bebé coma más, usted 
puede ayudarle a comprender que un niño 
obtiene mayores beneficios de sus alimentos 
cuando los come con gusto. 

No se puede esperar que un niño prospere 
desde el punto de vista nutricional ni emotivo, 
cuando las horas de sus comidas están impor¬ 
tunadas por ruegos y contrariedades. 

Es beneficioso para sus pequeños pacientes el 


que BEECH-NUT incorpore al agradable sabor 
de sus alimentos un positivo valor nutritivo. 
Ahora, con más variedad que nunca entre la 
cual escoger, BEECH-NUT hace más fácil que 
las madres complazcan a los pequeños pacien¬ 
tes de usted, y mantener felices las horas de 
las comidas. 

Una amplia variedad que usted puede reco¬ 
mendar: Sopas de Carne y de Vegetales, Frutas, 
Vegetales y Postres. 


BEECH-NUT 


AUMENTOS para ÑIÑOS 


Envasados en frascos de cristal 

Distribuidores Exclusivos para Puerto Rico: 

JOSE MALGOR y CIA., Tetuán 305, San Juan, Puerto Rico—Teléfono: 2-2200 









A sus pacientes 


con leucorrea 
les gustarán los 


Furacin 

marca del nitrofurazone Eaton 

Supositorios 
Vaginales 

Reducen a un mínimo 
el mal olor y la secreción 


Los Supositorios Vaginales de FURACIN 
actúan con gran eficacia y rapidez contra la 
leucorrea debida a infecciones cervicovaginales 
producidas por una gran variedad de gérmenes 
patógenos, tanto Gram-positivos como 
Gram-negativos. La secreción disminuye, el mal 
olor desaparece y la curación se acelera. Además 
de su eficacia en la leucorrea, tan corriente en 



las mujeres que han tenido hijos, el Furacin 
es sumamente valioso en los períodos 
preoperatorio y postoperatorio de cirugía 
cervicovaginal y para empleo sistemático 
durante la radio-terapia del carcinoma del 
cérvix. 

Referencias: (1) Doyle, J. C.: Urol. & Cutan. Rev. 55: 
618, 1951; (2) Weinstein, B. B., y Weinstein, D.: 
Mississippi Doctor 29: 117, 1951; (3) Schwartz, J.: 

Am. J. Obst. & Gynec. 63: 579, 1952; (4) Schwartz, J., 
y Nardiello, V.: Am. J. Obst. & Gynec. 65: 1069, 1953. 



• FACILES DE USAR • NO MANCHAN LA PIEL 

• INODOROS • SUAVIZANTES 

Formula: 

Los Supositorios Vaginales de Furacin contienen 0,2% 
de Furacin en una base hidrosoluble autoemulsificante. 
Cada supositorio está herméticamente sellado, lo cual 
evita la filtración de los mismos aún cuando haga 
mucho calor. 

Presentación: En cajas de 6 y 12 supositorios. 

También: Furacin Supositorios Uretrales, para 
tratamiento sencillo y eficaz de la uretritis femenina. 



NORWICH, NEW YORK. E.U.A. 


IOS 


NITROFURANOS —UNA CLASE SINGULAR DE ANTUCKCBIAHBS 



Distribuidores: CESAR CASTILLO, INC., Edificio Camaleglo 
Avenida Muñoz Rivera 70 - Hato Rev, Puerto Rico 








NUMOTIZINE 

—para obtener alivio en ataques 
agudos de artritis, bronquitis 
con tos dolorosa, dolor en la parte 
baja de la espalda después 
de ejercicios físicos, 
o contusiones dolorosas. 

La NUMOTIZINE® se aplica con 
facilidad. Una sola aplicación 
proporciona un alivio prolongado 
de ocho horas o más. 

Usándola como tratamiento 
complementario con antibióticos y 
agentes quimio-terapéuticos, la 
Numotizine alivia el dolor 
mientras que se ataca la infección. 

i » 

FORMULA 


Guayacol . 2.60 

Creosota de haya . 18.02 

Salicilato de Metilo . 2.60 

Sol. de Formaldehido . 2.60 


Glicerina y Silicato de Aluminio c.s. para 
hacer 1000 partes. 

Se surte en tarros de vidrio resellables de 57, 114, 228, 425 y 850 gramos/ 


HOBART LABORATORIES, INC. 
900 N. Franklyn St. Chicago 10, 111 

M 

Distribuidores para Puerto Rico 
DRUGS AND COSMETICS, INC. 

P. O. Box 9573 - Santurce, P. R. 












A LOS SEÑORES MEDICOS 


N 


Nos complacemos en recordarles que desde hace 25 
años somos distribuidores de los productos de ELI 
LILLY, de los cuales siempre tenemos completo 
surtido en existencia. 

J. M. BLANCO. INC. 

(Droguería Blanco) 



Para la otitis ... 
especialmente la crónica 


AEROSPORI N’* 

SOLUCION (Otica Estéril) SULFATO DE POLIMIXINA B 


BACTERICIDA para todos los bacilos gram-negativos, especial¬ 
mente las Pseudomonas' (B. pyocyaneus) — frecuente¬ 
mente encontradas en las infecciones del oído 2 — y los 
microorganismos gram-positivos. 

FUNGICIDA para varios dermatomicetos. 3 4 

NO SENSIBILIZANTE debido a su mínima acción alergénica. 

Vehículo estéril, higroscópico, con baja tensión super¬ 
ficial, acidificado para restablecer el pH normal del 
conducto auditivo. 

Frascos-goteros de 10 centímetros cúbicos. 

1. Jawetz, E.: Arch. Int. Med. 89:90, 1952. 2. Senturia, B. HLaryngo . 
acope 55:277, 1955 y Tr. Am. Acad. Ophtk. 64:JT.,7; 1950. S. Serri, F.: 
Compt. Rend. Soc. de Biol. 143:902, 1959. i. Florestano, U. J. y Bahler, 
M.D.: Bree, Sof. Exper. Biol. 41 Med. 79:151, 1952. 


* MARCA REGISTRADA 


BURROUGHS WELLCOMP 
& CO. (U.S. A.) INC. 
Tuckahoe 7, Nueva York 
















THE NEW YORK POLYCLINIC 



ESCUELA DE MEDICINA Y HOSPITAL 



Organizada 

en 1881 



La Primera Institución Médica de América para Postgraduados 



PROCTOLOGIA Y 

OBSTETRICIA Y GINECOLOGIA 



GASTROENTEROLOGIA 

Un curso completo. En Obstetri¬ 
cia; conferencias; clinica prenatal; 



Curso combinado que comprende 
asistencia a clinica y conferencias, 
instrucción en exámenes, diagnósti¬ 
co y tratamiento, presenciar ope¬ 
raciones, visitas a las salas, de- 

presencia a partos normales y o- 
perat orlos; operatoria obstétrica 
(maniquí). 



En Ginecología; conferencias; 


mostraciones de casos, patología, 

exploración clínica; presencia de 



radiología, anatomía, proctología 

operaciones; examen pre-operato- 



operatoria sobre el cadáver. 

rio de pacientes; clínica post-ope- 
ratorla de las pacientes en las sa¬ 
las. 



ANATOMY - SURGICAE 

Patología obstétrica y ginecoló¬ 
gica; anestesia regional (en ca- 



1. ANATOMY COURSE for those 
interested in preparing for Board 
Examinations. This ineludes iect- 
ures and demonstrations together 
with supervised dissection on the 
cadáver. 

dáver). Asistencia conferencias en 
Obstetricia y Ginecología. 



2. SURGICAL ANATOMY for 

tliose interested in a general Re- 

PHYSICAL MEDICINE AND 



fresher Course. Thls ineludes lee- 
tures with demonstrations on the 

REHABILITATION 



dissected cadáver. Practlcal ana- 

Didactic leetures and active clini- 



tomicai application is emphasized. 

cal application of all present-day 
methods of pliyslcal medicine in 



3. OPERATI VE SURGERY (CA 

internal medicine, general and 



DAVKR). Eectures on appiied an- 

traumatic, surgery, gynecology. 



atomy and surgical technic of 

urology, dermatology, neurology 



operative procedures. Matriculants 

and pediatrics. Special demon- 



perform operative procedures on 

stration in mi ñor electrosurgery 



cadáver under supervisión. 

and electrodiagnosis. The diag- 



4. REGIONAL ANATOMY for 

nostic tests used in Physical Me- 



those interested in preparing for 

dicine. Technics in rehabiiitation 



Subspecialty Board Examinations. 

of the seriously dlsabled. 



Para información sobre estos y otros cursos diríjase a: 



The Dean, 345 West 50th St., New York 19, N. Y. 



ASOCIACION MEDICA I)E PUERTO RICO 

ASAMBLEA ANUAL 

Diciembre 6-10, 1955 
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PROGRAMA RADIAL 

“LOS MEDICOS INFORMAN 


ESCUCHELO TODOS LOS DOMINGOS A 
LAS 12:00 M. 

A TRAVES DE LA WKAQ 
O LAS RADIOEMISORAS DE 
RONCE Y MAYAGUEZ 


ASOCIACION MEDICA DE PUERTO RICO 

ASAMBLEA ANUAL 

DICIEMBRE 6-10, 1955 






Now 



Same hard candy form as Pondets 
Easy to take—pleasant tasting 


Sul-Pondets 

Sulfa plus antibiotics 

Affording the combined therapeutic advantages of: 


2 potent antibiotics 

^ Penicillin (20,000 units) 

^ Bacitracin (50 units) 

efficient penicillin—potentiating sulfonamide 

•fa Sulfadiazine (2 grains) 

highly active topical anesthetic 

'fo Benzocaine (3 mg.) 


Supplied: Jars of 36 troches 


Sul-Pondefs® 

PENICILLIN — BACITRACIN — SULFADIAZINE 

Troches with Benzocaine 





Distribuidores: FRANCISCO N. CASTAGNET 
P. O. Box 2506 — San Juan, P. R. 




poder 

bematopoyét ico 
concentrado 

TRIHSICOR 

(Concentrado Hematínico con Factor Intrínseco, Lilly) 

Eficaz en todas las anemias tratables 

cada cápsula contiene: 


Concentrado Hepático Gástrico 
Especial, Lilly (contentivo del 
factor intrínseco) 


150 mg 


Vitamina Bi 2 con Concentrado 

de Factor Intrínseco, F.E.U. (4 unidad F.E.U. (oral) 

Vitamina Bi 2 (equivalente de 

actividad) 7.5 mcg 


Sulfato Ferroso Anhidro 


300 mg 


Acido Ascórbico 


75 mg 


Acido Fólico 


1 mg 


Una cápsula dos veces al día suministra cantidades tera¬ 
péuticas de todos los factores antianémicos conocidos. 



CALIDA»- INVESTIGACION- INTEGRIDAD 


Eli Lilly Pan American Corporation 
Indianapolis 6, Indiana, E. U. A. 











BOLETIN 

DE LA 

ASOCIACION MEDICA DE PUERTO RICO 


VOL. 47 


Octubre, 1955 


No. 10 


SPLENIC VENOGRAPHY _ 

Héctor F. Rodríguez, M.D. and Rafael Diaz-Bonnet, M.D., 
Ponce, P. R. 

HEPATIC TESTS _ 

Ramón A. Sifre, M.D., Santurce, P. R. 


Edward O'Neill, M.D., Santurce, P. R. 


LA PREVENCION V EL TRATAMIENTO DE LAS DIARREAS ANTE LA 


DISCURSO PRONUNCIADO POR EL I)R. A. OTERO LOPEZ EN LA 
ASAMBLEA ANUAL DEL DISTRITO NORTE EN LA CIUDAD I)E 
A RECIBO EL 18 DE SEPTIEMBRE DE 1955, A LA MEMORIA DEL 
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JUNTA EDITORA 


Héctor M. Vallés, M.D. 

Presidente 


R. Jiménez-López, M.D. 
Luis M. Morales, M.D. 

A. Díaz Atiles, M.D. 

M. Fernández Fuster, M.D. 


A. Rivera Trujillo, M.D. 
Manuel E. Paniagua, M.D. 
José A. de Jesús, M.D. 
Blás Ferraiuoli. M.D. 


OFICINA ADMINISTRATIVA: 

Edificio de la Asociación Médica de Puerto Rico, Ave. Fernández Juncos, 
Parada 19, Apartado de Correos 9111, Santurce, P. R. 

FECHA DE PUBLICACION: 

Día último de cada mes. 

TRABAJOS ORIGINALES: 

Los trabajos originales deben ser enviados al presidente de la Junta 
Editora, Apartado de Correos 9111, Santurce, P. R., o entregarse direc¬ 
tamente en la Secretaría de la Asociación Médica, Avenida Fernández 
Juncos, Parada 19, Santurce. P. R. 

Los originales deben venir escritos a máquina, a doble espacio. 

No se devuelven originales. Los autores son responsables de las opinio¬ 
nes que emitan en sus artículos. Ningún artículo publicado en el Boletín 
podrá ser reproducido sin la previa autorización escrita del Presidente 
de la Junta Editora. 

CITAS BIBLIOGRAFICAS: 

Las citas bibliográficas deberán mencionar, en el siguiente orden de 
sucesión: apellido del autor; iniciales de sus nombres; título del traba¬ 
jo; título del periódico (abreviado); volumen, página y año. Las citas 
llevarán un m'imero de acuerdo a su orden de presentación en el texto 
y correspondiente a la numeración colocada al final. 

Ejemplo: 1. Koppisch, Enrique: Pathology of Arteriosclerosis, Bol. 

Asoc. Med. de P. R., 46: 505, (Noviembre) 1954. 

ILUSTRACIONES: 

Las fotografías que acompañen el artículo deberán estar bien presenta¬ 
das. Los dibujos y esquemas deberán estar hechos en tinta negra sobre 
papel blanco. Todas las ilustraciones deberán estar numeradas y se de¬ 
berá indicar la parte superior de las mismas. Cada ilustración deberá 
venir acompañada de la leyenda correspondiente. 

ANUNCIOS Y SUSCRIPCIONES: 

Información en relación con anuncios y suscripciones será suministrada 
a solicitud en la Secretaría de la Asociación. Todo material de anuncio 
está sujeto a la aprobación de la Junta Editora. 

SUSCRIPCION: 

$5:00 al año. 


A WEALTH OF FEATURES 
EVERV PATHOLOGIST NEEDS 

«gj: Pathologists 
SP e¿ E r Microscopes 

• EXCLUSIVE "AUTOFOCUS” STOP facilitares study of slides 
of similar thickness in rapid succession. It also reduces slide 
breakage and prevenís racking objectives into the condenser. 



• EXCLUSIVE "FINCH GRIP” BUILT-ON MECHANICAL 
STAGE enables slides to be interchanged without disturbing 
stage settings. 

• COMPLETELY NEW 10X OBJECTIVE is tapered for better 
oblique top lighting and provides a crisp, color-corrected 
image. 


• ATTACHED SUBSTAGE ILLUMINATOR, opcional equip- 
ment, furnishes convenient, permanently adjusced full-field 
illumination. 


• CHOICE OF LOW POWER "FINDER” OBJECTIVES helps 

in revealing tissue patterns and locating desired fields. 


• AMERICOTED OPTICS, if desired, reduce internal reflections 
and provide better image contrast. 


The new AO Spencer Pathologist's Microscopes inelude many 
features suggested by leading Pathologists. They permit 
rapid diagnosis, comfortable posture, convenient operation, 
reduced eye fatigue. The fine adjustment is closer to the stage 
and provides better finger clearance. Dual-knob coarse and 
substage focusing Controls are always instantly adjustable 
to the degree of tensión you desire. The stand is stur- 
dier and more massive, yet much lighter in weight. 
Every feature has been tboroughly tcsted and proven 
capable of longer, harder wear than ever before. 


You owe it to yourself. See your AO Distributor today and 
compare these outstanding new pathologist's Microscopes 




American fp Optical 


m 

INSTRUMENT DIVISION • BUFFALO 15. NEW YORK. 


Representantes Exclusivos: 

PUERTO RICO OPTICAL COMPANY 

San Francisco #363 - San Juan, P. R. 





UtlOH* 

mvenous 


CTABl-t 

a muscu\o> 


to relieve nausea and vomiting 
of pregnancy and in adoles- 
cent acné 


pyríbéxin 


(Pyridoxine HCI **■ Thiamine Chloride) 
Each 1 cc contains: 

Vitamin Bl ...50 mg 

Vitamin B6.50 mg 

VIALS OF 10 cc 


IROBLEX 


for use ¡n hypochromic 
tritional anemias 


(Iron - Liver - B Complexl 
Each cc contains: 

Thiamine HCl (Bl) .100. 

Riboflavin (B2) . 0.! 

Pyridoxine HCl (B6) . 1. 

NICOTINAMIDE . 50. 

IRON CACODYLATE . 10. 

LIVER (10 U.S.P. UNITS 

PER CC) . o.; 

Phenol (As preservative) 0.5% 

VIALS OF 10 cc 


Improved 


Formula 


NION CORPORATION los angeles 38, california 

JOAQUIN BELENDEZ SOLA, INC. 

PO. BOX 1188, SAN JUAN, PUERTO RICO 
























































Ahora, aún los pacientes gravemente enfermos pueden 
ser alimentados fácilmente con el equivalente nutritivo de las 
‘‘tres comidas diarias”, lo cual contribuye a su 
pronto restablecimiento acortando la convalecencia. 


Qjkjcmda 

Ul 


SUSTAGEN 

alimento completo para administración por sonda u oral 


La "dieta" para 24 horas de 900 g.de 

Sustagen satisface o excede las reco- 

mendaciones de la Junta de Alimentos 

y Nutrición del Consejo Nacional de 

Investigación de los E. 0. A. 

Calorías. 


Proteínas. 


Grasas. 


Carbohidratos. 

.600 ¡j. 

Vitaminas y Minerales 


Vitamina A.5ü00 unidades 

Vitamina D.500 unidades 

Acido ascórbico. 


Tiamina. 


Riboflavina. 


Niacinamida.. 


Pantotenato de calcio,... 


Clorhidrato de piridoxina. 


Bitartrato de colina. 


Acido fólico. 


Vitamina Bu.4 microgramos 

Hierro. 


Calcio. 

.6.3 g. 

Fósforo. 

.4.5 g. 

Sodio. 

.1.9 g. 

Potasio. 

.7 g. 

Disolución para sonda: 

1 taza (150 g.) de 

Sustagen 

por cada 300 cm. 3 

(10 oz.) 

de aguo. 


Disolución para 

administración oral: 

1 taza (150 g.) de 

Sustagen 

por cada 240 cm. 3 

(8 oz.) 

de agua. 



Los informes sobre aumento de peso en los pa¬ 
cientes alimentados exclusivamente con Sustagen 
por más de 90 días prueban su valor nutritivo. 

Por sonda— 

Con el Equipo Mead Para Alimentación Por 
Sonda, que consta de una sonda de material 
plástico cuyo diámetro es la mitad del de la sonda 
de goma más pequeña, el Sustagen se administra 
fácilmente sin malestar para sus pacientes. 

La diarrea, calambres y náuseas que a menudo 
acompañan a la alimentación por sonda práctica¬ 
mente no existen cuando se administra el Sustagen. 

Por vía ora!— 

El Sustagen se mezcla fácilmente con agua ha¬ 
ciendo una bebida deliciosa para sus pacientes a 
dietas restringidas, con peso subnormal o desnu¬ 
tridos, y cuando la alimentación por sonda es 
descontinuada. 

Presentación: En polvo. Latas de 454 g. y 1.13 kg. 


MEAD JOHNSON & COMPAN Y, EVANSVILL.E, INDIANA, E. U. A. 

ÍJ.1-55 

P. O. Box 3081 —. San Juan, P. R. 






































toen Colcieop Conloins: 
DICAICIUM PHOSPHATE .. 290 mg. 
CAICIUM GLUCONATE. ... 190 mg. 

VITAMIN 0 (Irr. Yto»t) 375 USP Units 


ION CORPORATIONI 

IOS ANGELES • CALIFORNIA 


NION 


encourage 

Patienl-Doctor Cooperation 
When Caloium Therapy is Prescribed 

Mental anxiety, when induccd by aversión 
to prescribed therapy, adds to the patient’s 
physical distress. Objection to calcium 
may be overeóme by substituting dosage' 
in more agreeable form. CALCICAPS... 
an easy-to-swallow, capsule-shaped 
tablet... provide suitable supplement for 
young or oíd, where diagnosis reveáis a 
deficiency in calcium and phosphorus. 

Calciwafers are a pleasant tasting 

water containing double the poteney of 

CALCICAPS. 

Calcicaps with Iron are cspecially 

suitable in pregnaney, when the need for 
calcium, phosphorus and iron increases. 

Calcicaps, Calciwafers and 

Calcicaps with Iron contain an ade- 

quate amount of VITAMIN D cssentiaí 
for calcium absorption. 

CALCIWAFERS Each wafer contains: 
Dicalcium Phosphate 580 mg. 

Calcium Gluconate 580 mg. 

Vitamin D 750 USP Units 

Boxes of 50 and 250 

CALCICAPS Each Calcicap contains: 
Dicalcium Phosphate 200 mg. 

Calcium Gluconate 190 mg. 

Vitamin D 375 USP Units 

Bottles of 100 and 500 


CALCICAPS with IRON Each Calcicap with 
Iron contains: 

Dicalcium Phosphate 
Calcium Gluconate 
Ferrous Gluconate 
Vitamin D 


290 mg. 

190 mg. 

64 mg. 

375 USP Units 


Bottles of 100 and 500 


Los Angeles, California 


JOAQUIN BELENDEZ SOLA, INC. 
P. O. Box 1188 — San Juan, P. R. 













new 

a n t i a r t h r i t i c 


Saíicylafes and corfisone have com- 
plementary action when combined ... 


i 





wit h 

múltiple 

advantages 


Smaller doses of each are sufficient to 
produce a therapeutic response equiv- 
alent to massive cortisone therapy. 
With smaller doses, side effects are 
absent, thus permitting SALCORT 
therapy over a prolonged period. 


THERE ARE NO WITHDRAWAL 
PROBLEMS WITH SALCORT. 



Salcort provides safe, dependable re- 
lief ¡n arthritic affections. Early func- 
tional ¡mprovement and a sense of well 
being are significant in a large per- 
centage of patients. 3 


Each tablet contains: 

Cortisone Acétale .2.5 mg. 

Sodium Salicylate .0.3 Gm. 

Aluminum Hydroxide Gel, dried.0.12 Gm. 

Calcium Ascorbate .. 60 mg. 

(equivalent to 50 mg. ascorbic acid) 

Calcium Carbonate .. 60 mg. 


professional literature and sample 
available on request 

THE S. E. MASSENGILL COMPAN Y 


BRISTOL, TENNESSEE 




Distribuidores: COMERCIAL GODEL - Calle Europa 802 
Tel. 3-1061 - Santurce, P. R. 

P. O. Box 1081 - San Juan, P. R. 


















































OINTM ENT 


rich in 

COD LIVER OIL 

to keep 

baby’s skin clear, 
smooth, supple, 
free from rash, 
excoriation 
and chañng 




Desitin Ointment has proven its soothing, 
protective, healing qualities 1 ' 4 in over 30 
years of use on millions of infants in... 

DIAPER RASH • DERMATITIS - INTERTRIGO • IRRITATION 

Tubes of 1 oz., 2 oz., U oz., and 1 Ib. jars. 

DESITIN CHEMICM. COMPANY 

70 Ship Street • Pnmdence 2, R. I. 


1. Grayzet, H. G., Heimer, C. B., and Grayzel, R. W.: New York 
St. J. M. 53:2233, 1953. 

2. Heimer, C. B., Grayzel, H. G., and Kramer, B.: Archives of 
Pediatrics 68:382, 1951. 

3. Behrman, H. T., Combes, F. C., Bobroff, A., and Leviticus, R.: 
Ind. Med. & Surgery 18:512, 1949. 

4. Turell, R.: New York St. J. M. 50:2282, 1950. 


Distributor: 

COMERCIAL GODEL, INC. 
Calle Europa 802 
Santurce, Puerto Rico 








poten! anti-diarrhea agent 
now available in the U.S.A. 

Entero-Vioform, a powerful agent for use in <• 
simple infectious diarrhea and amebic dysen- 
tery, is now available for the first time in the 
United States. This well-tolerated, virtually 
nontoxic anti-diarrhea agent is especially 
useful for travelers, who are particularly 
vulnerable to diarrhea. 

Entero-Vioform is available in tablets (also 
known as Vioform® tablets), each contain- 
C I B A ing 250 mg. iodochlorhydroxyquin U.S.P. 

SUMMIT, N. J. (g) 

2/2103M VIOFORM (iodochlorhydroxyquin U.S.P. CIRA) 


MEDICAL HORIZONS 



Monday RM. 

Sponsored by GIBA 



Through scientific breeding 
at its 1500-acre farm near Seattle, 
Carnation has developed 
a world-renowned herd 
of Champion dairy cattle 
whose progeny help keep 
Carnation Milk at 
top quality levels by 
constantly improving 
Carnation’s supplier herds. 


Carnation... 


protects your recommendation 

warrants your specifícation 



(jJt küA/c Ljo^/)upp6^r^yt 











UNIDADES 


de Vitamina 


Sint¿t'» ca ¡ 
de base no 


keratosis 

,’eca agríe- 

plantas DE 

PRESCRÍBA 


ICTIOSIS, 
L, PIEL s 
DE LAS 
medico L 


trade. 


tugores 


Consérvese 


Distribuidores: LUIS GARRATON, INC. 
Fortaleza 352 - Tel. 3-1593 - Apartado 2981 - San Juan, P. R. 





DELICIOSO! \ 

NUTRITIVO! 
SALUDABLE! 
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i quiere lo me jor 
pida la marta 
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Acetazolamida LEDERLE 


Un nuevo diurético oral . . . 

No es mercurial ni derivado de xantina 

El DIAMOX, ampliamente probado y comprobado ya 
en clínicas y laboratorios, es un nuevo producto que 
se indica para el régimen del edema de pacientes cardíaco». 

Administrado todas las mañanas, redunda en una 

copiosa diuresis que dura de 6 a 12 horas 

(sin interrumpir el descanso nocturno del paciente). 

El DIAMOX no es un irritante gastrointestinal ni ren&t 

El DIAMOX no produce efecto tóxico cumulativo, 
ni cuando se lo administra, como se 
recomienda, durante un período indefinido. 

Viene en tabletas ranuradas de 250mg para uso oral 



. . . un timbre de honor 


ti tr< a registrada 


: f LEDERLE LABORATORIES, CO. 
1470 Fernández Juncos Ave. 
Santurce, P. R. 








To produce 
creased flow 

whole 


bile 


GALLOGEN* 

(diethanolamine salt of the mono-d-camphor¡c ester of 
p-tolymethyl-carbinol) 

A true cholerefic 

. . . acts directly on the hepatic cells 
. . . stimulates the flow of w'hole bile 
... a laxative with a natural action 
... a long record of clinical safety 
. . . better visualizaron in cholecystography 




Indications: 

Functional disturbances of the liver 
Diseases of the biliary tract 
Cholecystitis and cholelithiasis 
Postcholecystectomy syndrome 
Reversible diseases of the liver parenchyma 
Prior to cholecystography 

Average dose: 

One 75 mg. tablet t.i.d. until the desired 
increase in bile secretion is attained. 
Maintenance dosage, 1 or 2 tablets daily. 

Sene! for literature and clinical supply 

The S. E. Massengill Company 

Bristol, Tennessee 

New York Kansas City San Francisco 


Distribuidores: COMERCIAL GODEL - Calle Europa 802 
Tel. 3-1061 - Santurce, P. R. 

P. O. Box 1081 - San Juan, P. R. 





La dosis pequeña requerida significa 

una gran economía en el tratamiento y 

garantiza ausencia de efectos secundarios. 


El ap acthar Gel administrado por vía subcutánea o 
intramuscular proporciona un alivio rápido, aun de ios 
dolores más severos, especialmente en los estados agu¬ 
dos de la Bursitis y Tendinitis. 

Al revés de las infiltraciones con procaína o narcóticos 
el ap acthar Gel no se limita simplemente a amortiguar 
el dolor sino contrarresta efectivamente la reacción 
inflamatoria, así como la hinchazón y edema concomi¬ 
tantes. Hasta los depósitos de calcio pueden desaparecer 
con su administración.! 

tSteinberg. C. L.. and Roodenburg, A. L J.A.M.A. 149:1458, 1952. 


THE ARMOUR LABORATORIES 

CHICAGO 11, ILLINOIS. E.U.A. 

DIVISION DE ARMOUR AND COMPANV 


APMAR/^ 

•ALTAMENTE PURIFICADO (EN GELATINA; 

ACTHAR ® ES LA MARCA QUE DISTINGUE A LA HORMONA ADRENOCORTICOTROPA 
(CORTICQTRQPINA, ACTH) OE ARMOUR. 


Distribuidores: LUIS GARKATON, INC. 

Fortaleza 352 - Tel. 3-1593 - Apartado 2984 - San Juan, P. R 



H E X A M I N 

SEmZEEC 


¡s found SATISFACTORILY EFFECTUAL ¡n the 

management of 

ESSENTIAL HYPERTENSION 


Each tablet provides: 

MANNITOL HEXANITRATE _ 35 mg. 

Vasodilator of choice, gradually lowering the pressure 
30-40 mm., lasting 4-6 hours. 

SODIUM NITRITE _ 15 mg. 

for relaxation of small blood vessels. 

RUTIN _ 20 mg. 

to increase resistance of capillary walls. 

a 

AMINOPHYLLINE _100 mg. 

as a diuretic in cardiac and nephrotic edema. 

PHENOBARBITAL _ 10 mg. 

mild dosage, to help allay anxiety and decrease tensión. 

HEXAMIN, a rational combination of useful d'rugs, produces 
safe, gradual and longer lasting lowering of blood pr^spre. 

Bottles of 50 and 100 tablets 
Physicians’ Samples and Literature on request. 


Exclusive Distributors: 
JOAQUIN BELENDEZ-SOLA INC. 

P. O. Box 1188 Tel. 3-5010 

San Juan, Puerto Rico 








Noiv, Doctor... 
you can 

use streptomycin 
with 

GREATER SAFETY 

• in tuberculosis 
chemotherapy 

• in the treatment 
of other systemic 
infections 



minimizes ototoxicity j 

combistrep, which contains 50% • 

.Streptomycin Sulfate and 50% Dihydrostrep- l 
tomycin Sulfate is as efficacious ; 

as its two componerits and markedly reduces • 
side effects on the Auditory Nerve. • 

Supplied: Vials of 1.0 and 5.0 Grams, l 

for Intramuscular Injection. ; 


(Streptomycin-Dihydrostreptomycin Sulfates) 


Solé Distributor»: 





•TRAOEMARK OF CHAS. PFIZER & CO., INC. 


<ÍX 803 E 


PRINTED IN U.S.A. 






























































































































true choleretic action 


/ 


WHAT IT IS 

Gallogen is a true choleretic, not a bile salt. It is the synthetic active 
ingredient of the ancient drug Cúrcuma. Chemically it is the dietha- 
nolamine salt of the mono-d-camphoric acid ester of p-tolylmethyl 
carbinol. 


\ 


WHAT IT DOES 

Gallogen acts directly on the hepatic cells--quickly and positively. 
A marked increase in the formation of bile by the liver follows its ad- 
ministration. This is natural, whole bile in volume and composition. 
Administered to patients with normal liver functions and patients with 
various liver impairments, Gallogen produces a choleresis in proportion 
to the functional capacity of the liver. This choleresis is prompt and 
lasting, the flow beginning in about one hour and lasting one hour or 
more after the onset. 


WHAT IT’S FOR 

Gallogen is indicated whenever it is desirable to increase the flow of 
bile, encourage activity of the gallbladder and promote normal function 
of the biliary system. Gallogen is therapeutically effective in biliary 
dyspepsia, chronic cholecystitis, nonobstructive cholangitis, biliary dys- 
kinesia, biliary stasis, pre- and postoperative conditions where the flow 
of bile is sluggish. 

Gallogen is a useful adjunct in cholecystectomized patients and in 
conditions characterized by incomplete digestión of fats and carbo- 
hydrates, and lack of intestinal motility. 

In X-ray visualization, Gallogen facilitates cholecystography by stim- 
ulating secretion of whole bile. 


G ai I logeni 


Gallogen has a long record of clinical safety. It is nontoxic in thera- 
peutic doses. Gallogen is not habit-forming and may be administered 
over long periods of time without developing a tolerance to the drug 

Contraindicated in acute biliary conditions, common duct obstruc- 
tions, acute hepatitis or marked cholangitis. 

PROFESSIONAL LITERATURE AND SAMPLES AVAILABLE 

THE S. E. MASSENGILL COMPANY Bristol, Tenn. 



Distribuidores: COMERCIAL GODEL - Calle Europa 802 
Tel. 3-1061 - Santurce, P. R. 

P. O. Box 1081 - San Juan, P, R, 
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la fórmula completa y sencilla para 
la alimentación infantil 


el alimento infantil completo 

Para informes profesionales completos 
sobre BÍOLAC, sírvase escribir a 

THE BORDEN FOOD PRODUCTS COMPANY 

División oj The Borden Company 
350 Madison Avenue , New York, N. Y., E. U. A. 


Bíolac es una fórmula fácil de preparar, 
la cual satisface todas las necesidades nutri¬ 
tivas del lactante. Es leche pura de vaca en 
forma de polvo, modificada para aseme¬ 
jarse a la leche materna en sus caracterís¬ 
ticas nutritivas y digestivas. 

Bíolac: contiene abundante proteína 
para el desarrollo vigoroso . . . un nivel re¬ 
ducido de grasa para fácil digestión . . . 
lactosa, vitaminas y hierro adicionados 
para dar satisfacción completa a las necesi¬ 
dades nutritivas. 

Debido a que no hay ingredientes adicio¬ 
nales que considerar en su fórmula, Bíolac 
se prepara rápidamente con la sola adición 
del agua ... la madre simplemente agrega 
el agua al preparar las tomas. 

Recomiende Bíolac con absoluta con¬ 
fianza ... la fórmula que por sí sola satisface 
rom pie t ámente las necesidades nutritivas 
del lactante! 


i 


* 



Distribuidores para Puerto Rico: 

PLAZA PROVISION COMPANY, Fortaleza 104, San .luán, P. R. 

















PHARMACEUTICAL CO„ INC. 


In an extensive clinical investigation 
conducted by five vvell qualified physi- 
cians, treatment with Cobaden, a 
unique combination of adenosine-5- 
monophosphate and cyanocobalamin, 
. was successful in terms of pain- 
rclief, restorcd mobility and diminished 
swelling and tenderness in 66 of 70 
patients ... with osteoarthritis, polyar- 
ticnlar pain, polyarthritis, tendinitis 
(bursitis), musculofasciitis, tenosynovitis, 
peripheral neuritis (sciatica) and dia- 
betic neuropathy.” 1 


Each cc. of COBADEN contains: 

Adenosine-5-Monophosphoric acid.25 mg. 

Cyanocobalamin.60 mcg. 

Benzyl Alcohol.1-5% 

Injection water q.s. 



333 coiumbia srotfr rensselasr, new york 
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DRYCO 

Para la Nutrición 
Ideal del Bebé 


^■1 desarrollo vigoroso y la espléndida salud 
son resultados del uso de DRYCO en la alimentación 
infantil ... y esos resultados son prueba de que 
DRYCO es ideal para alimentar al bebé. 

Por más de 35 años los resultados han probado 
que DRYCO ayuda a los bebés a crecer más fuertes 
y saludables. Esos resultados se obtienen con todo 
éxito, porque DRYCO está elaborado especialmente 
para llenar los requisitos nutritivos de los bebés. 

DRYCO provee a los bebés suficientes cantidades 
de proteína, tan necesaria para su crecimiento. El 
contenido graso ha sido reducido para hacer más 
fácil la digestión. Y el nivel de carbohidrato es 
moderado, así es que las fórmulas de DRYCO son 
fácilmente adaptables para satisfacer las necesidades 
de cada bebé. Además, DRYCO provee abundantes 
cantidades de vitaminas A, Bi, B 2 , y D, calcio y 
fósforo para una salud óptima. 


Para informes profesionales completos sobre DRYCO, sírvase escribir a 
THE BORDEN FOOD PRODUCTS COMPANY 

División of The Borden Company, 350 Madison Avenue, New York, N. Y., E.U.A. 

Distribuidores para Puerto Rico: 

PLAZA PROVISION COMPANY, Fortaleza 104, San Juan, P. R. 
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Le sugerirnos que mantenga existencias 
deHEPA-DESicOL para hacer frente al 
número creciente de recetas. 


HEPA-DESICOL 


terapéutica combinada lipotrópica y biliar 

para restaurar 


el MelalwliAmb 

mnmal 

de laÁ cyiaÁcei 


presentación: En cápsulas; frascos de 50. 


Cada cápsula contiene: 


Betaína. 50 mg. 

Bitartrato de Colina. 200 ing. 

dl-Metionina. 150 mg. 

Inositol. 15 mg. 

Desicol 150 mg. 



tyarJce, Q)amá j/nlvr f^^neríctm orsUion 


Ruchos Aires • Habana • Méxit 


Puerto Rico • Rio de Jancir 


6-J-4-53 



















vitamin Bu 
in two 

useful potencies 
for parenteral 
administraron 


RUBRAMIN 


Squibb Vitamin B lz Concéntrate 


RUBRAMIN 


CRYSTALL1NE SOLUTION 

Squibb Crystalline Vitamin B i¿ 




100 tu i cr ogro iris per cc. 

... for pernicious anemia and 
other macrocytic anemias 

5 and 10 cc. vials 


1000 micrograms per cc. 

... for trigeminal neuralgia 

1 cc. ampuls and 
5 and 10 cc. vials 


Rubramin 


•RU8»AMIn’ IS A TRAD'E MARK 










Vence la resistencia 


en el 





resistente 



RESULTADOS IMPRESIONANTES: En un tra¬ 
bajo reciente 1 se recalca que con la hormonoterapia 
se ha logrado un alivio notable de la sintomatología, 
o su desaparición total, como en el 85% de los casos 
resistentes de asma bronquial aguda. 

El Hydrocortone presenta importantes ventajas 
en tales casos. Es uno de los principales esteroides 
córticosuprarrenales, considerablemente más po¬ 
deroso que la cortisona. La literatura existente 
indica que es menos probable que aparezcan efectos 


fisiológicos secundarios con dosis menores, pero 
igualmente eficaces, de Hydrocortone, que con 
cortisona. Esta es una ventaja muy importante en 
el tratamiento prolongado de ciertos casos de asma, 
pues permite mantenerlos asintomáticos con dosis 
bajas. 

7. Thorn, G. W .,y col., New EnglandJ. Med. 248:632, 9 
de abril de 1953. PRESENTACION: ORAL —Tableta, 
de Hydrocortone: en frascos de 25 tabletas de 20 mg. 
y en frascos de 25 tabletas de 10 mg. 


MERCK - SHARP & DOHME INTERNATIONAL 

DIVISION OF MERCK Se CO., Inc. 

161 AVEXUE OF THE AMERITAS, NEW YORK 13, N. Y.. U. S. A. 


*Hydrocort< es la marca 
registrada de Merck <2? Co.> Inc. 
para su forma de hidrocortisona. Fue 
gracias a las investigaciones y a los 
medios de producción de Merck *2? 
CoInc. que se pudo disponer dt 
este medicamento . 












Homogenized mixture ol vitamins A, D, Bi, Be. 8«, Biz, C and nicottnamíde. Abbott) 


Each 5-cc. teaspoonful contains: 


Vitamin A 

3000 I.U 

Vitamin D 

800 I.U. 

Thiamine Hydrochloride 

1.5 mg. 

Pyridoxine Hydrochloride 

0.5 mg. 

Riboflavin 

1.2 mg. 

Ascorbic Acid 

40 mg. 

Vitamin Bu 

3 mcg. 

Nicotinamide 

10 mg. 


Supplied in 90-cc., 8 fluidounce and pint bottles. 


ABBOTT LABORATORIES PUERTO RICO, INC. 
Cayey St., Córner William Jones • Santurce 





y, ahora, primera 

... en lanzar una forma intramuscular 
antibiótica nueva y superior í 

CLORHIDRATO DE 

ACROMICIN^ 

t'íu" ■ '< 

HCI DE TETRACICIINA CRISTALINA 

INTRAMUSCULAR 


Envases: frasco de 100 rng 
I’ (a diluirse cor\ agua, pora inyección, 

agregando 2cm'' a cada frasco de 100 mg. 

Las soluciones se mantienen a la 
temperatura ambiente durante 24 horas). 

•Marca de fáfrri 


¡ais primicias en materia de investigación antibiótica provienen de: 


Primera 

... en el campo de la 
investigación antibiótica 


Primera 

... en introducir un 
nuevo y superior antibiótico: 


ACIOMICINA 


TETRACICIINA 


1470 Fernández Juncos Ave. 
Santurce, P. R. 
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SPLENIC VENOGRAPHY 

HECTOR F. ^RODRIGUEZ, M.D.* and RAFAEL d/áZ-BONNET, M.D .** 

Angiography has become an accepted and widely utilized diag- 
nostic procedure. Cerebral angiography, phlebography, angiocar- 
diography and aortography are important adjuncís in the diagnosis 
oí vascular abnormalities. More recently, portal venography hss 
gained recognition as a valuable aid in the study oí the portal cir- 
culation. Two techniques are used in the roentgenologic visualiza- 
tion oí the portal system: 1) splenic portography, in which radio- 
paque material is injected directly into the spleen, and 2) portal 
portography, performed at the time oí laparotomy, the dye being 
injected into the portal system through the superior mesenteric 
vein. Although Rousselot and his group 1 suggest that both proced- 
ures be performed in cases oí portal hypertension prior to surgery, 
our results to date have shown that splenic venography alone usual- 
ly gives the necessary information. 

During the last year, 35 attempts at percutaneous splenic 
portography were carried out at the Bayamón District Hospital, 
Bayamón, P. R., 28 oí them being successful (80%). 

Procedure: After ruling out sensitivity to 70% Diodrast by 
performing an intravenous test, the patient is placed in the supine 
position on the X-ray table. Two per cent novocain is used as local 
anesthetic. The site oí injection is either the ninth intercostal 
space in the midaxillary line in non-palpable spleens, or the left 
upper quadrant at the left anterior axillary line (subcostal ap- 
proach) in enlarged spleens. With the patient holding his breath, 
and using a 3-inch, 18-gauge needle on a 50 mi. syringe, 25-30 mi. 
of 70'/ Diodrast are injected as rapidly as possible (usually in 5 
seconds) directly into the spleen. An X-ray film is taken at the 
end of the injection. 


* Former Sénior Resident in Medicine, Bayamón District Hospital; at pre- 
sent Chief of Medicine, Ponce District Hospital, Ponce, P. R. 

** From the Radiology Service, Bayamón District Hospital. 
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Figure 1. A normal 
splenoportogram is il- 
lustrated. Radiopaque 
material remains in 
the spleen. The splenic 
and portal veins have 
a smooth course and 
a normal caliber. The 
intrahepatic branches 
are clearly visualized. 


Figure 2. The splenic 
and portal veins are 
moderately increased 
in caliber. The arrow 
points to the coronary 
vein, arising from the 
portal vein. The in¬ 
trahepatic branches 
are fairly well out- 
lined. This is a case 
of portal cirrhosis 
with portal hyper- 
tension. 
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Figure 3. The splenic and portal veins are greatly distended and tortuous in 
their course. The intrahepatic branches are not filled well, suggesting intra- 
hepatic obstruction to portal flow. This venography depicts a case of portal 
cirrhosis with portal hypertension. 

Results: A normal splenoportogram is illustrated by figure 
1. The splenic and portal veins have a normal caliber and a smooth 
course. The intrahepatic branches are clearly outlined, denoting 
no obstruction to the portal blood flow. Collateral branches are nct 
present, indicating a normal hepatopetal flow of blood. Hepatofugal 
circulation (see figure 2) is pathologic and denotes portal hyper¬ 
tension. Some of the dye is seen deposited in the spieen. Absorption 
of this radiopaque material is complete in six to twelve hours. 

Portal hypertension may be diagnosed by splenoportography. 
The splenic and portal veins are tortuous in these cases, and have 
an increased caliber (see figure 3). The intrahepatic branches are 
usually poorly visualized, indicating intrahepatic portal obstruction. 
As mentioned above, collateral branches are often depicted. The 
presence of esophageal varices is frequently illustrated by splenic 
portography. Atkinson et al 2 reported a greater efficacy in demons- 
trating varices by venography than when barium swallow or eso- 
phagoscopy, alone or in combination, were used. It should be 
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stated, however, that they used serial films, while our series was 
limited to a single film per case. 

It is said that extrahepatic obstruction to portal flow should 
be suspected whenever portal hypertension is present with relati- 
tively normal liver function tests. In Puerto Rico, portal hyper¬ 
tension is frequently caused by Schistosoma mansoni infestation 
of the liver (see table l). :i In these patients, one may find spleno- 
megaly, esophageal varices and relatively normal liver function 
tests. By means of splenoportography, extrahepatic obstruction 
due to portal or splenic vein thrombosis may be excluded. Thi:i 
method is the only one by which extrahepatic obstruction may be 
diagnosed prior to surgery and the site of the obstruction accur- 
ately indicated. Without this roentgenologic support, the surgeon 
who elects to do a portocaval anastomosis may find, after a pains- 
taking dissection, a thrombosed portal vein. A case of portal vein 
thrombosis diagnosed preoperatively by percutaneous splenic veno- 
graphy has been previously reported by us in the literatura 4 

TABLE I 

INCIDENCE OF ESOPHAGEAL VARICES IN PORTAL AND 
BILHARZIAL CIRRHOSIS 


Portal 

(69 

cirrhosis 

cases) 

Bilharzial cirrhosis 

(22 cases) 

Bilharziasis 

(11 

and alcoholism 

cases) 

Cases 

found 

| Per cent 

1 

| Cases 
found 

¡ Percentage 

I 

Cases 
| found 

Percentage 

19 

| 27.5 

1 

1 12 

í 

| 54.4 

1 1 

72.7 


Table illustrating the relative incidence of esophageal varices in portal cir- 
rhosis, bilharzial cirrhosis and cases having both Schistosomiasis and history 
of alcoholism. (From Rodríguez et al: Gastroenterology: 29: 235: August, 1955) 


Splenoportography has proved to be a valuable means in the 
rational selection of cases for portocaval or splenorenal shunt. 
Rousselot and his co-workers 5 outline the indicated venous anas¬ 
tomosis as follows: “1—Portal hypertension with modérate spleno- 
megaly, small caliber splenic vein, large patent portal vein, porto¬ 
caval shunt. 2.—Portal hypertension with marked splenomegaly, 
large caliber splenic vein plus hypersplenism = splenectomy and 
splenorenal shunt. 3—Portal hypertension, obliterated portal 
vein = splenectomy and splenorenal shunt.” By performing a 
splenic venography the indicated shunt can be chosen. 

After the venous anastomosis has been performed, it is often 
desirable to determine the patency of a portocaval shunt. We have 
accurately established this by postoperative splenoportography 
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months after surgery. Figley et aF have also reported successful 
results with this method. 

Cooper et al 7 and Figley and his group" have recommended the 
use of splenoportography in patients with carcinoma of the pan- 
creas prior to surgery, to demónstrate involvement of the splenic 
and portal veins. We have no experience as yet in this phase oí 
splenic portography. 

Undesirable effects have been negligible up to the present 
time. Warmth of the body, flushing of the face, nausea and vo- 
miting, usually are the only complications encountered. A few 
of the patients complained of pain at the site of injection, which 
'asted for about 10-15 minutes. Only one of the 35 cases bled ap- 
preciably from the splenic puncture. At the time of operation 150 
mi. of blocd were found in the peritoneal cavity, although no active 
bleeding was present when laparotomy was performed. In spite of 
the relative safety of this procedure, we feel it should be under- 
laken in institutions with skilled surgical teams who can perform 
an emergeney splenectomy if active bleeding occurg, 

SUMMARY 

1— Percutaneou3 splenoportography is a valuable adjunct in 
the study of portal hypertension. Its uses are varied: it indícales 
the presence of increased pressure in the portal system by show- 
ing tortuous and greatly widened splenic and portal veins. Fre 
quently, collateral veins are depicted. Esophageal varices are often 
demonstrated. By showing the relative caliber of the veins, the 
ideal shunt operation is selected. Splenoportography indicates 
whether the obstruction producing portal hypertension is within 
the liver or without. The pateney of a portocaval shunt may be 
established after surgery. Some authors have recommended its use 
in patients with carcinoma of the páncreas prior to surgery, to 
demónstrate involvement of the splenic and portal veins. 

2— The technique has been found to be simple and reasonably 
safe. However, it has been emphasized that the procedure should 
be undertaken in hospitals with adequate surgical facilities so that 
an emergeney splenectomy may be performed if active bleeding 
from the splenic puncture occurs. 

REFERENCES 

1— Rousselot, L.M., Ruzicka, F.F. and Doehner, G.A.: Portal venography 
via the portal and percutaneous splenic routes. Surgery 84: 557:1953. 

2— Atkinson M., Barnett E., Sherlock S. and Steiner R. E.: The clinical 
investigation of the portal circulation with special reference to portal veno¬ 
graphy. The Quarterly Journal of Medicine 24:77:1955, 


402 


Bol. Asou. Míen, iik P. K. 


Octubre, 1955 


3 _Rodríguez, H.F., García-Palmieri, M.R., Rivera J.V. and Rodríguez- 

Molina R.: A comparative study of portal and bilharzial cirrhosis. Gastroente- 
rology 29:235:1955 (August). 

4 — Rodríguez, H.F., Díaz-Bonnet R. and Rodríguez-Peraz D.: Extrahapatio 
portal hypertension (portal vein thrombosis) diagnosed by percutaneous splenic 
renography. Annals of Internal Medicine. In press. 

5— Rousselot L. M.: The present status oí surgery for portal hypertension. 
Am. J. of Med: 16:874:1954. 

6 — Figley M. M.; Fry W.J.; Orebaugh, J.E. and Pollard HM.: Percu¬ 
taneous Splenoportography. Gastroanterology 28:153:1955. 

7 — Ccoper D.R.; Brown R.C.; Stone C.H. and Ferguron L.K.: Splero 
portography. Ann. Surg. 138:582:1953. 


HEPATIC TESTS 


RAMON A. SIFRE, M.D.* ** 

The iiver is an organ of many diíferent functions. In hepatic 
disease some oí them, all of them or nene of them may be dis- 
iurbed. The disturbance in these functions is determined by the 
lype of disease affecting the liver and also the stage of this di¬ 
scase. Furthermore diíferent patients show different degrees of 
disturbance and different functions affected at the same stage of 
the same discase. For these reasons we cannot expect any one of 
the hepatic tests to be adequate in providing information as to the 
status of the Kver in all instances. Therefore it becomes imperative 
to use a group of tests in any case suspected of harboring liver 
talhclogy. This is particu'arly important in the detection of early 
or mild hepatic disturbance which may at times be only reflected 
by one of a number of tests. Furthermore frequent repetition of 
a selected group of tests is important, since their results may vary 
from week to week and the nature of their change may provicle us 
wiih helpful information as to the diagnosis, course and prognosis 
of the patient in question. 

We must also realize that the tests at our command are xnosí 
o.ien not specific for hepatic disease and that other conclitions 
may affect them, e. g. the cholesterol in thyroid disease or the 
alk. phosphatase in bope disease. 

The d agnostic valué of hepatic tests thus ciepends on their 
proper interprelat'on in the light of the history, physical exami- 
nation, the stage and the course of the disease, the results of other 
procedures and the presence cf other ailments which may alter 
their results. However when properly chosen, performecl and in- 
terpreted they may be of great valué to us. 

We use hepatitic tests as helpful aides in: 

(1) The differential diagnosis of jaunclice. 

(2) In the absence of jaundice to establish the presence of 
hepatic disease. 

(3) In order to determine the severity of hepatic injury and 
foilow the course of illness throughout its duration. 

(4) In the evaluation of recovery from liver injury. 

It goes without saying that in order to obtain the greatest 
benefit from these tests a goocl responsible laboratory is indis¬ 
pensable. 


* Presented before the Puerto Rico Medical Association, Eastern District Con- 
vention, August 1S55. 

** Assistant Professor of Clinical Medicine, School of Medicine, University 
of P. R. 
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We shall now attempt to discuss the various hepatic tests in- 
dividually before discussing their importance in relationship to 
diseases as a whole. 

1. The serum bilirubin 

An evaluation of prompt direct reacting bilirubin may oc- 
casionally provide evidence of onset, presence or persistance of 
hepatic disease when the total sr. bilirubin is within normal limits, 
thus indicating a disturbance which would not have been mani- 
íested by determination of the total sr. bilirubin alone. 

In hemolytic disease the indirect sr. bilirubin will rise but the 
prompt direct reacting bilirubin will remain normal or only slight- 
ly increased. 

In both parenchymatous liver injury and obstruction of the 
biliary passages there is usually elevation of the prompt direct 
reacting bilirubin and thus it is of no valué in the differentiation 
between hepatocellular and obstructive jaundice. Fluctuations in 
the degree of elevation of sr. bilirubin may be indicative in ob¬ 
structive jaundice of obstruction due to stones. 

2. Uriñe bilirubin 

Failure to find bilirubin in the uriñe in the presence of jaun¬ 
dice suggests the presence of a hemolytic process. 

The determination of uriñe bilirubin is also important in the 
preicteric period of acute-viral hepatitis when it may be found be¬ 
fore any elevation of the sr. bilirubin has occurred. 

3. Uriñe urobilinogen 

Elevation of uriñe urobilinogen may be the only indication 
of hepatic disease. However it may also be elevated in other con- 
ditions such as in a hemolytic process or in pulmonary or myo- 
cardial infarction. When absent over a prolonged period of ob¬ 
servaron in the presence of jaundice it is strongly suggestive of 
the obstructive type of jaundice. 

4. Fecal urobilinogen 

This is a determination which can provide very useful infor- 
mation and which many of us are guilty of not using often enough. 

When there is complete obstruction of the biliary passages 
the amount excreted in the feces is usually less than 5 Ehrlich 
units per 24 hrs. 
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On the other hand in hemolytic processes the amount usually 
exceeds 300 units per 24 hrs. It may also be elevated during the 
period of clearing following extrahepatic or intrahepatic obstruc- 
tion. 

5. Cephalin-cholesterol flocculation tests (Hanger Test) 

The reaction apparently depends on qualitative and quanti- 
tative changes in the alburain and/or globulin fractions of the 
serum proteins and is usually associated with parenchymal cell 
injury. 

In viral hepatitis it may become positive before the appear- 
ance of jaundice and often remains elevated throughout its course. 
At times it may become negative before the disappearance of 
jaundice in the recovery stage. It is often positive in cases of an- 
icteric hepatitis. 

The reaction is usually negative in jaundice due to extra¬ 
hepatic obstruction but may become positive when this is compli- 
cated by severe liver injury or by cholangitis. However this 
usually does not occur early during the course of the disease and 
therefore it is very often of valué in the differentiation of surgical 
and medical jaundice. It may be negative in viral hepatitis parti- 
cularly of the so called cholangiolitic type. Neefe et al 1 found on 
incidents of 20% negative Hanger tests in a large series of viral 
hepatitis at the Army Hepatitis Center in Bayreuth, Germany. 
The test is frequently negative in metastatic or primary liver 
necplasm. At times other flocculation tests may be positive with 
a negative Hanger. For this reason the use of other flocculation 
tests is desirable, whenever possible. 

6. Thymol tests 

Abnormalities of these tests appear to be associated with 
changes in the protein-liquid relationships occurring with certain 
iypes of hepatic disturbance. 

Positive thymol tests are often found in viral hepatitis and 
other types of primary hepatic d : sease. However they may also 
be negative in the presence of active liver injury and thus negative 
tests have no valué in exclusión. On the other hand strongly 
positive thymol tests are almost always an indication of import- 
ant hepatic involvement. 

Thymol turbidity may often remain elevated late in the course 
of viral hepatitis when other tests have returned to normal, and 
thus it is of importance in determining residual liver damage. 
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7. Zinc sulfate turbidity 

Mixtures of dilute Solutions of heavy metáis and human sera 
yield turbidity, the intensity of which is roughly proportional to 
the quantity of gamma globulin present. The zinc turbidity test 
is based on this reaction and thus may be influenced by any pro- 
cess affecting the gamma globulin. We may then, find it elevated 
in conditions such as rheumatoid arthritic or rheumatic fever with- 
out primary liver disease. It is frequently elevated in viral hepa¬ 
titis and other inflammatory conditions of the liver and may be 
elevated in the presence of negative thymol and cephalin-choles- 
terol tests. It is usually not elevated in uncomplicated extrahepatic 
obstruction and thus it may be of differential diagnostic valué. The 
uppermost limit of normal is 12.5 Units. Popper 2 has emphasized 
that valúes of less than 6 units are also of diagnostic valué and 
indicative of cholestasis. These low valúes are felt to be due to 
regurgitaron of an unknown depression factor of the bile in ob- 
structive jaundice. 

8. Serum Protein Partition 

Many conditions such as nephrosis, múltiple myeloma, etc. may 
affect the serum proteins. Therefore the significance of these in 
liver disease depends upon the exclusión of other conditions. 

Marked decrease in sr. albumin is often observed in associa- 
tion with prolonged or severe liver damage, occurring most char- 
acteristically in active portal cirrhosis. 

Normal sr. albumin levels do not exelude the presence of hepa- 
tic disease, since they may be present in viral hepatitis or com- 
pensated cirrhosis. However when the levels are abnormal, they 
give us a very good indication of the degree of hepatic involve- 
ment. 

9. Prothrombin Time and Prothrombin Response 

We shall limit our remarks on this test by saying that it is 
subject to too many variations and therefore it is practically use- 
less in the differentiation of hepatic and posthepatic jaundice as 
formerly advocated. 

10. Total and Esterified Cholesterol 

Any process characterized by intrahepatic or extrahepatic 
obstruction tends to cause an increase in the total sr. cholesterol, 
at times reaching very high levels. However if this is associated 
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with severe hepatic parenchymal injury, then the cholesterol may 
remam normal or only very slightly elevated. 

As the liver esterifies cholesterol, in parenchymal hepatic in¬ 
jury there is often a diminution of the concentration of cholesterol 
esters. 

In very severe liver disease such as in acute yellow atrophy 
there may occur great lowering of the total cholesterol and the 
ester percentage which may be of prognostic significance. 

11. Alkaline Phosphatase 

In diseases of the liver and biliary tract associated with obs- 
truction or injury of the extrahepatic or intrahepatic bile ducts the 
sr. alkaline phosphatase is often increased. It has not been estab- 
lished with certainty whether this is due to interference with the 
excretion of the enzyme or due to its increased production. 

Obstruction of the biliary tract causes the greatest increases 
in alk. phosphatase. In hepatic diseases the increases are not as 
marked except for those types in which intrahepatic obstruction 
with minimal parenchymal injury dominates the picture. Because 
of these last cases it has only limited valué in the differentiation 
between medical and surgical jaundice. 

The following valué may be attached to it (1) a normal or 
only slightly elevated serum bilirubin with a high alkaline phos¬ 
phatase is common in post-hepatic jaundice and neoplastic disease 
of the liver but uncommon in diffuse hepatitic disease. (2) the 
combination of a high sr. bilirubin and normal alkaline phosphatase 
is common in diffuse hepatic disease and rare in post-hepatic jaun¬ 
dice. 


12. Bromulfalein excretion 

This is one of the most sensitive indicators of hepatic disease 
and is particularly useful for the detection of hepatic disturbance 
in the absence of jaundice. It is very often positive in the preicteric 
stage of viral hepatitis and frequently reveáis persistent dys- 
function in the late stages of this disease after the disappearance 
of jaundice. The test is usually positive in the active phase of 
hepatic cirrhosis and may be positive when there is primary or 
metastatic malignancy of the liver. However, a negative test, again 
does not exelude liver disease. 

Since the dye is excreted through the biliary passages after 
its passage through the parenchymal cells it is of no valué in the 
differential diagnosis of jaundice. 

Many other liver functions tests have been proposed at one 
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time or another in the study of jaundice and hepatic disease. We 
have limited ourselves to discussing those which are in common 
usage and which will provide the most useful information. 

There is another method by which we can study the liver and 
which may be helpful in the differential diagnosis of jaundice, 
Ihat of liver biopsy. 

Since many of the hepatic pathologic processes are diffuse 
in nature, a minute tissue sample will generally suffice to give a 
representativo picture of the entire organ. Aspiration biopsy 
has clearly defined the histopathology of hepatitis and obstructive 
jaundice. The differences in the histologic appearance of these 
two conditions are most pronounced in the first few weeks of the 
disease. Degenerative changes in the parenchymal cells and an 
increase in connective tissue develop in long standing biliary stasis 
and this may render the differentiation between parenchymatous 
disorders and biliary obstruction difficult. Biopsy is also a valu- 
able aid in the diagnosis of primary or metastatic cáncer of the 
liver. However a negative biopsy does not exelude the diagnosis 
of cáncer. It has also shown great valué in Boeck’s Sarcoid, schisto- 
somiasis, other granulomatoses and biliary tuberculosis. 

Pathologists have repeatedly emphasized that liver tissue near 
the capsule may normally be distorted in architecture and histo¬ 
logic appearance and also that marked changes in histologic appear¬ 
ance result from prolonged anesthesia and the use of retractors. 
Therefore, when liver biopsy is to be done at the time of explo- 
ratory laparotomy, it is recommendable that the surgeon obtain 
his biopsy at the beginning of the procedure and also that 
needle biopsies of the deeper portions of the liver be obtained 
besides the usual wedge biopsy. 

Contraindications 

Some contraindications of liver biopsy are as follows: 

1. Lack of proper facilities. 

2. When the information will not alter treatment or other- 
wise be of benefit to patient. 

3. When exploratory laparotomy is to be done anyway. 

4. When possible anatomic abnormalities exist, i.e. colonic 
interposition. 

5. When more than minimal ascites is present. 

6. Infection of right lower lobe of lung or pleural cavity. 

7. When suppurative disease of biliary tract is possible. 

8. When complete obstruction of biliary tract is possible. 

9. Bleeding tendeney. 

10. Uncooperative patient. 
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índications 

1. When liver disease is suspected clinically but usual diag- 
nostic measures fail to confirm or exelude it. 

2. When the nature of hepatic disease is obscure. 

3. When the cause of jaundice is obscure and operation may 
be potentially dangerous. 

4. Possible systemic disease with secondary liver involvement 
not diagnosed by usual procedures. 

5. To study effect of therapeutic measures. 

6. For advancement of medical Science. 

The risk of the procedure is minimal, in a recent review by 
Terry, 3 of 10,000 biopsies reported in the literature, there were 
13 deaths, and in all the prognosis had been hopeless. The fatality 
rate is about 0.12%. However, it is essential that anyone making 
use of this diagnostic method be thoroughly aware of the risk and 
i he means by which to avoid them, that patients be selected with 
care and that they be watched and studied carefully before and 
after the procedure. 

Bjornoboe and Iverson 4 investigated the valué of aspiration 
biopsy in cases requiring decisión for surgical intervention. Of 
1,164 pts. with hepatic disease the decisión to opérate on 46 was 
fcased on biopsy results, all other diagnostic methods having failed 
to give a clear cut answer. In 4 of them the decisión was proved 
i o be wrong at operation, 1 case of cholelithiasis was misdiagnosed 
as hepatitis and 3 cases of hepatitis had been diagnosed as obs- 
tructive jaundice. However, liver biopsy had reduced the diagnostic 
uncertainty from 4% to 0.5%. Thus we find that the proper use 
of liver biopsy, combined with a detailed biopsy, careful physical 
examination and a judicious combination of liver function tests 
can quite appreciably reduce the element of uncertainty. 

Jaundice has been classified by Duccr’ as follows: 

1. Prehepatic 

a. Hemolytic 

b. Nonhemolytic 

2. a. Hepatocellular 

b. Hepatocanalicular 

3. Post-hepatic 

a. Complete obstruction 

b. Incomplete obstruction 

r n prehepatic jaundice the diagnosis is seldom difficult. In the 
hsmclytic type the usual findings are characteristic. 

1. Presence of anemia. 

2. Increase in total sr. bilirubin with normal or only slight ele- 
vated prompt direct reacting bilirubin. 
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3. Absence of bilirubin in the uriñe. 

4. Increase in fecal urobilinogen. 

5. Increase in uriñe urobilinogen. 

In the absence of complications prehepatic jaundice is asso- 
ciated with normal hepatic tests. In the chronic forms hepatic 
injury may occur and then careful study may be necessary in order 
to demónstrate a hemolytic factor. Complicating biliary obstruction 
may appear secondary to the high incidence of gallstones in hemo¬ 
lytic disease. 

In hepatic jaundice we may have the manifestations of the 
phenomena of parenchymal injury or of biliary obstruction or of 
both. 

However in the typical case of hepatic jaundice we will find as 
follows: 

1. elevation of both the total and prompt direct reacting bili¬ 
rubin. 

2. strongly positive flocculation tests. 

3. normal cholesterol with decreased cholesterol esters. 

4. alkaline phosphatase less than 10 Bodansky units. 

5. low sr. albumin and perhaps high sr. globulin. 

In post-hepatic jaundice the typical laboratory picture is as 
follows: 

1. elevated total and direct sr. bilirubin. 

2. negative flocculation tests. 

3. elevated alk. phosphatase. 

4. elevated total cholesterol with a normal cholesterol ester %. 

The larger group of instances of jaundice will follow these 

typical patterns and in them the diagnosis will be rather easy. 

There is smaller group where the diagnosis is very difficult 
and a few in which it may be impossible to reach. 

In extrahepatic obstruction jaundice as the disease progres- 
ses or when complications arise such as cholangitis or cholangio- 
hepatitis there will be positivity of the hepatic tests on the obs- 
tructive side and also on the hepato cellular side. Therefore early 
study of the patient is important. In cholangitis the presence of 
chills, fever and leukocytosis may help us in achieving a correct 
diagnosis. 

In the hepatocanalicular type of jaundice we may find labora¬ 
tory evidence pointing towards an obstructive jaundice indistin- 
guishable from that produced by extrahepatic obstruction. We must 
remember that there is no hurry in effecting surgical intervention. 
There is only one type of jaundice requiring rapid surgical inter¬ 
vention and that is when there is obstructive jaundice associated 
with cholangitis and rapidly developing evidence of severe liver 
damage. In most other cases we can afford to undergo a reasonable 
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period of watchful waiting. The majority of cases of hepatocanali- 
cular jaundice will show diminution of the obstructive dysfunction 
in a period of 4.6 weeks together with Progressive evidence of hepa- 
tocellular dysfunction. Thus a period of observation by itself is a 
very valuable diagnostic aid. 

There are certain corollary tests that may help us in the dif- 
ferentiation between surgical and medical jaundice as follows: 

1. Oral cholecystography 

2. sr. amylase and lipase 

3. Roentgenographic studies 

a. radiopaque gallstones 

b. changes in stomach and duodenum 

4. Papanicolau studies 

5. Biliary drainage 

6. Positive occult blood test in stools. 

7. Needle liver biopsy 

8. Non-operative cholangiography 

9. Splenoportography 

In conclusión we might say that: 

1. There is no single hepatic test that is always diagnostic, 
therefore a combination of tests is necessary. 

2. Hepatic tests must be interpreted in the light of the history, 
physical examination, the stage and the course of the disease, the 
results of other diagnostic procedures and the presence of other 
ailments which may alter their results. 

3. Negative hepatic tests do not exelude liver disease. 

4. Liver biopsy is a valuable adjunct in the diagnosis of liver 
disease, of systemic diseases affecting the liver and in the dif- 
ferential diagnosis of jaundice. 

5. Most cases of jaundice fall into a typical pattern and can 
be easily diagnosed. 

6. Hepatic tests are most helpful during the early course of 
jaundice before complications have clouded the picture. 

7. A period of watchful waiting is often a valuable diagnostic 

aid. 
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DISTANT METASTASIS FROM CARCINOMA OF THE CERVIX ; 

REPORT OF A CASE^ 

EIJWARD O’NEILL, M.D* 

25. - 

Carcinoma of the cervix spreads by continuity, by the lymph- 
atics and by the blood stream. Direct extensión and lymphatic 
spread have been stressed in the literature. Recently the vascular 
spread is being re-emphasized. 1 * 2 

De Alvarez reported a study of 71 cases with primary car¬ 
cinoma of the cervix all of whom showed evidence of remóte me- 
tastases. He found the spine to be the most common site for bony 
metastases, with an incidence of 26.8%, to the fémur and to the 
fíbula, with 2.8% incidence each and to the tibia with 1.4%. He 
recommends a more thorough study of these cases, and radio- 
logic investigaron of the chest, spine, long bones, and colon. 

Cosby 4 found distant metastases in 17 out of 27 cases of ad- 
vanced carcinoma of the cervix autopsied. 

Ford 0 stated that the presence of metastases in bone from 
carcinoma of the uterus or cervix often is overlooked because of 
complicating circumstances which may account for pain. Metas- 
tases to the extremities are often mistakenly attributed to inflam- 
matory destructive lesions. Of 14 cases with skeletal metastases, 

7 showed relief from pain by irradiation. 

Henriksen 10 stated that the frequency of distant metastases 
in cases of carcinoma of the cervix is not widely appreciated. He 
found distant metastases in 32.5% of 154 non-treated cases and in 
37.8% of 202 treated cases of carcinoma of the cervix. The liver 
was the most frequent site of metastases, with the bone, lung and 
bowel involved in that order. The vertebrae and ribs were the most 
common sites of bony metastases. He reported 0.8% incidence of 
metastases to the tibia in the non-treated cases and a 1.2% inci¬ 
dence in the treated cases. 


CASE REPORT 

M.B., 58-year oíd, white, single female, was first seen on Jan. 
5, 1955 at the tumor clinic of St. Joseph’s Infirmary, Atlanta, Ga., 
with the chief complaint of recurrent and not Progressive vaginal 
bleeding of two years’ duration every two or three weeks for five 
to seven days. No serious illnesses, no operations. 

Review of Systems: Negative except for nocturia 5 to 6 times; 


* Associate in Obstetrics and Gynecology, School of Medicine, U.P.R., San 
Juan, P. R. 
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eatamenia: 14 yrs. every 28 days for 7 days, menopause age 50. 
Extremities: Painful right knee requiring use of crutches for 3 
months. 

Physical Examination: Blood pressure 198/120, pulse 108, 
respiration 30, temperature 99, weight 140 lbs. She was a well- 
developed, well-nourished white female in no acute distress. Neck: 
Trachea on the mid-line, thyroid not palpable. Head: negative. 
Breast: Atrophic, no masses or tenderness. Lungs: Clear to A & 
P. Heart: Regular rhythm; systolic murmur at the aortic area, 
soft diastolic at apex. Abdominal: Kidneys palpable but not en- 
larged. Liver at the right costal margin, smooth. Spleen not pal¬ 
pable. Abdomen relaxed, no abnormal masses. Extremities: 4 
plus pitting edema of the right foot, leg and knee, which was tender 
and fluctuant. Neurological: Negative. Pelvic: Speculum exami¬ 
nation revealed an ulcerated lesión, mainly of the posterior lip of 
ihe cervix which bled easily on touch. Bimanual examination re- 
veaied atrophic external genitalia, and induration of the vagina al- 
most up to the introitus. The cervix was hard and fixed with in- 
uuration extending into the parametrium, up to the pelvic wall, 
bilaterally. The uterus seemed to be hypertrophic about twice the 
normal size and firm. 

Clinical Impression: Carcinoma of the Cervix, stage 3. Biopsy 
of ihs lesión was reported as “epidermoid Carcinoma, Gr. II”. AP 
and Lateral views of the right knee showed the presence of an 
extensive bony destructive lesión, involving the upper 7 cm. of the 
tibial shaft, the upper cm. of the fibula, the distal 2 cm. of the 
femoral condyle, doubtless representing extensive bony metastatic 
disease from carcinoma of the cervix. Aspiration biopsy of knee 
performed on Feb. 22, 1955 was reported as “Metastatic Squamous 
Cell Carcinoma.” X-Ray therapy, from Jan. 31 to Feb. 26, 1955, 
consisted of 6000 R. to the pelvis and 1317 R. to the knee. 

At follow-up visit on March 1, 1955, a Papanicolau smear 
showed occasional malignant cells. No inguinal or supraclavicular 
iymphadenopathy was noted. Examination revealed a cráter at the 
apex of the vagina, at the apparent site of the cervix, stenosis of 
the introitus, and induration of the anterior vaginal wall beneath 
the bladder, and slight induration on the right but marked and 
extended induration to the pelvic wall on the left. 

Her knee felt better. The Tumor Board recommended no fur- 
ther treatment. 

On March 29, 1955, symptoms referable to the knee had im- 
proved but she still used crutches. Vaginal examination showed 
considerable induration of the vault and extensión on both sides 
to the bony pelvis. 
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DISCUSSION 

A case of carcinoma of the cervix with distant bony metás¬ 
tasis to the right knee is presented. This was believed to be an in- 
ílammatory lesión until later correctly diagnosed. 

At the St. Joseph’s Infirmary Tumor Clinic, carcinoma of the 
cervix is treated with X-ray therapy first and then radium. In this 
case palliative X-ray therapy only was given. 
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LA PREVENCION Y EL TRATAMIENTO DE LAS DIARREAS 
ANTE LA XIV CONFERENCIA SANITARIA PANAMERICANA 


PREPARADO POR LA OFICINA SANITARIA PANAMERICANA 

Tal vez el hecho nuevo de observación que más impresionara, en 
1954, a la profesión médica y a los interesados en la salubridad con¬ 
tinental fué la extrema importancia demográfica de las diarreas y 
enteritis, en los informes de los países a la última Conferencia Sa¬ 
nitaria Panamericana. 1 

Con distintos nombres y bajo variados procedimientos de re¬ 
gistro y clasificación, las diarreas aparecen como la primera causa 
de muerte en numerosos países y territorios y ocupan uno de los 
cuatro lugares siguientes en varios de los otros. El cuadro inserto 
muestra la situación individual de 18 países y 16 territorios que 
proporcionaron datos para el año de estudio elegido. En algunos 
de ellos, una proporción importante de las muertes no ha sido re¬ 
gistrada o clasificada por causa, aminorando así la influencia efec¬ 
tiva de las diarreas. No obstante esos y otros vacíos, las diarreas 
constituyen claramente el factor individual más importante de atra¬ 
so demográfico y una fuente principal de despilfarro económico y 
de vidas en la mayor parte del Continente. 

En la medida en que, una tras otra, varias enfermedades tras- 
misibles van siendo dominadas —cada vez más hasta interrumpir 
su transmisión—, se acrecienta la importancia de este grupo de 
infecciones intestinales, tan complejo en su etiología y patogenia 
como en los mecanismos de control y prevención. La circunstancia 
de que varios países hayan visto prácticamente desaparecer las 
diarreas de sus estadísticas y de sus hospitales, en el lapso de una o 
dos generaciones, constituye acicate adicional al interés por aplicar 
las medidas de control conocidas y por estudiarlas mejor. 2 3 

Dos factores en especial, aparte de esta información sobre la 
gravedad del daño que las diarreas producen, justifican plenamente 
su alta prioridad en las discusiones de la Conferencia Panamerica¬ 
na 4 y en las preocupaciones de los organismos de salud pública y de 
la profesión médica. El primero es la aprobación de métodos admi¬ 
nistrativamente simples para la prevención de las muertes por dia¬ 
rrea, mediante el tratamiento precoz y expedito de los casos. El 
segundo tiene que ver con la posibilidad mejorada de evitar la en¬ 
fermedad misma, a través de la acción concertada de los profesio¬ 
nales y servicios médico-sanitarios y de la colectividad en un pro¬ 
grama que jerarquice las medidas más eficaces y susceptibles de 
aplicación en cada sitio. 

Se examinan sumariamente a continuación ambos factores, como 
fueron considerados por la XIV Conferencia. Ciertamente, al igual 
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que ha ocurrido con otras enfermedades y problemas de salud pú¬ 
blica, la acción médico-sanitaria específica gana posibilidades efec¬ 
tivas de controlar las diarreas cuando introduce medidas simples 
de tratamiento y prevención, compatibles con las potencialidades 
económicas y con los hábitos de la colectividad servida. 

Tratamiento Simplificado de las Diarreas Infantiles. 

Considerando que casi la totalidad de las muertes por diarrea 
ocurren en niños menores de áreas urbanas o rurales sin recursos 
de atención médica especializada, la XIV Conferencia Sanitaria Pan¬ 
americana recomendó el esquema de tratamiento simple y eco¬ 
nómico que luego se reproduce 4 . 


LUGAR DE LAS ENFERMEDADES GASTRO INTESTINALES!»» DENTRO 
DE LAS CINCO PRIMERAS CAUSAS DE DEFUNCION COMUNICADAS POR 
LOS PAISES Y TERRITORIOS! 10 DE LAS AMERICA';, 1952 


Países 

Lugar 

Territorios 

Lugar 

Brasil(c) __ _ 

Primero 

Is. Leeward - San Cristo- 


Colombia - .... 

Primero 

bal y Nieves_ 

Primero 

Costa Rica .. 

Primero 

Puerto Rico - 

Primero 

El Salvador . 

Primero 

Is. Windward - Dominica __ 

Segundo 

Guatemala _ _ . 

Primero 

Guayana Británica _ _ 

Tercero 

México - .- 

Primero 

Trinidad y Tobago-- - 

Tercero 

Rep. Dominicana 

Primero 

Is. Windward - Sta. Lucía __ 

Cuarto 

Venezuela _ _ 

Primero 

Is. Windward - San Vicente— 

Cuarto 

Chile __ 

Segundo 

Barbada -— _ 

Quinto 

Panamá __ _ 

Bolivia _ 

Segundo 

Tercero 

Is. Leward - Antigua 

Is. Windward - Granada_ 

Quinto 

Quinto 

Honduras 

Quinto 

Alaska __ _ 

— 

Argentina 

— 

Bermuda --- 

— 

Canadá _ _ 

— 

Hawaii __ __ ___ 

— 

Estados Unidos_ 

— 

Is. Leward - Montserrat_ 

— 

Paraguay(d) _ . 

— 

Islas Vírgenes, EUA - 

— 

Perú 



_ 

Uruguay(d) _ 

— 




(a) En dos países y en un territorio el grupo de enfermedades intestinales. 

(b) Exclusive los países y territorios que no proporcionaron información a 
la XIV Conferencia Sanitaria Panamericana. 

(c) Distrito Federal y capitales de Estado, salvo la ciudad de Sáo Paulo. 

(d) Año 1951. 

Este no es el único método aconsejable. Su principal valor con¬ 
siste en ofrecer a los médicos generales, enfermeras y personal 
auxiliar, un método simple de rehidratación precoz de lactantes y 
niños con diarrea, cuando no se dispone de las facilidades hospita¬ 
larias o de laboratorio, necesarias para un tratamiento especializa¬ 
do, incluyendo el uso de antibióticos, sulfas y otros, 
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Procedimiento a seguir en el trastorno metabólico en casos de 
diarreas infantiles. (*) 

I. Principios: 

1. Tratar o prevenir trastornos de la circulación de la sangre 
y de la función renal. 

2. Reponer las pérdidas de agua y de electrolitos. 

3. Mantener un estado de equilibrio mientras se repone gra¬ 
dualmente la alimentación. 

II. Casos moderados: 

1. Suspender comidas y leche. 

2. Ofrecer por vía bucal cada tres o cuatro horas, 25 cc. por 
kilo de peso de la siguiente solución glucosada electrolítica, 
diluida en la forma siguiente: 


Solución concentrada: 


Na C1 (cloruro de sodio) 

K C1 (cloruro de potasio) 
hL.O (agua) 

Jarabe hasta completar 


1.5 gramos 
2.0 gramos 
15.0 cc. 

75.0 cc. 


Disolver primero las sales en agua hervida y luego agregar el 
jarabe. 

Diluir 5 cc. (1 cucharadita) de la solución concentrada en 60 
cc, (4 cucharadas) o la cantidad total en un litro de agua hervida. 

Siendo la precocidad de la rehidratación un factor decisivo, los 
médicos deberán estimular y orientar la intervención oportuna de 
enfermeras, personal auxiliar y de las propias madres, en muchas 
regiones. Para este fin, y en ausencia de hospital o de farmacéu¬ 
tico, se obtendrá algún alivio con la siguiente solución casera: 

Sal 1 cucharadita nivelada 

Jarabe de maíz o azúcar 2 cucharaditas niveladas 

Agua 1 litro 

Hervir la mezcla 

3. Después de 12 a 24 horas, si el niño orina, bebe la solución 
con ansia y tiene buen aspecto, reemplazar 1/4 de la solu- 


(*) Adoptado del Departamento de Pediatría, Escuela de Medicina de la Uni¬ 
versidad del Estado de Luisiana, y presentado a la Conferencia por el 
Dr. Myron E, Wegman, ex-profesor de esa Universidad y actual Jefe de 
la División de Educación y Adiestramiento de la Oficina Sanitaria Pana¬ 
mericana, 
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eión en cada comida con una de las mezclas usuales de le¬ 
che; o, si se alimenta de pecho, volver a darle el pecho du¬ 
rante uno o dos minutos. 

4. Gradualmente, en el curso de 3 o 4 días, la solución debe 
reemplazarse enteramente por la mezcla de leche o la ali¬ 
mentación materna. 


III. En casos graves: 

1. Suspender toda ingestión por vía bucal. 

2. Infusión intravenosa inmediata, en 30 a 60 minutos, de 40 
cc. por kilo de peso de una de las dos soluciones siguientes: 

a. Partes iguales de soluciones acuosas de Cloruro de So¬ 
dio al 0.9% y de glucosa al 5%, o 

b. 1 parte de solución sexto-molar de lactato de sodio, 2 
partes de solución acuosa de Cloruro de Sodio al 0.9% 
y 3 partes de solución acuosa de glucosa al 5%. 

3. En casos extremadamente graves seguir con plasma o san¬ 
gre, 20 cc. por kilo de peso. 

4. Repetir indicación (2), dando 60 cc. per kilo de peso du¬ 
rante las 4 a 8 horas siguientes. 

5. Ofrecer por vía bucal cada 3 ó 4 horas la solución glucosa- 
da electrolítica diluida, descrita en el párrafo II, 2. 

Si el enfermo no tolera los líquidos pero orina, se le puede dar 
una solución estéril de 


Na C1 (Cloruro de Sodio) 

K C1 (Cloruro de Potasio) 
Glucosa 

H 2 0 (agua) hasta completar 


1.5 gramos 
2.0 gramos 
100.0 gramos 
1000.0 cc. 


por instilación intravenosa, 150 cc. por kilo de peso cada 24 ho¬ 
ras. Esta solución no puede darse por vía subcutánea. Una solución 
similar, que contenga sólo 33 gramos de glucosa, puede adminis¬ 
trarse subcutáneamente. 


NOTA: Las soluciones de potasio, que son importantes para 
que el paciente se recobre, pueden ser tóxicas si los riñones no fun¬ 
cionan bien. No deben administrarse hasta que se establezca la 
micción. 


6. Durante las primeras 24 horas la ingestión total deberá ser 
de alrededor de 200 cc. por kilo de peso. 

7. La alimentación debe reanudarse según se indica en el pá¬ 
rrafo II, 3. 
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Medidas para la Prevención de las Diarreas y su 
Importancia Relativa 

Estas medidas forman parte del bagaje de conocimientcs de 
todo médico. Sin embargo el interés activo de la profesión en apli¬ 
carlas es muy limitado, principalmente a causa de su complejidad 
económica y cultural. De allí que la Oficina Sanitaria Panameri¬ 
cana ha intentado destacar aquellas medidas que merecen más al¬ 
ta prioridad por su influencia directa en la prevención de las dia¬ 
rreas y por su posibilidad de aplicación en países y áreas de máxi¬ 
ma incidencia y mínimos recursos sanitarios. 

Se resumen a continuación las medidas contenidas en un do¬ 
cumento inédito, 0 preparado a base de las conclusiones de la XIV 
Conferencia con la asesoría de expertos pediatras, epidemiólogos 
y bacteriólogos. 

1. Saneamiento — Las condiciones ideales de saneamiento es¬ 
tán bien definidas en la mente y en las aspiraciones de médicos y 
de sanitarios, como base ineludible de la salud, el bienestar y el 
confort. Aquí no se habla de ese ideal, sino de aquellas fases ele¬ 
mentales del saneamiento que tienen relación más directa con la 
prevención de las diarreas, miradas como una real emergencia que 
son 

a) Agua. El factor más importante, en la prevención de la^ 
diarreas, de acuerdo con la experiencia de Norteamérica y otros 
países, ha sido el empleo profuso del agua para el aseo personal 
y el lavado. Su efecto es disminuir el riesgo de ingerir grandes 
dosis de gérmenes diluyendo la contaminación presente, sobre todo 
en los utensilios y en las manos. En ausencia de recursos suficien¬ 
tes y de una contaminación grosera del agua, merece, pues, espe¬ 
cial énfasis el suministro de una cantidad suficiente de agua en 
cada casa, como criterio directivo en los programas comunales y 
en la educación individual. 

b) Disposición de Excretas. Es esencial para la prevención de 
las diarreas. Mientras se introducen sistemas adecuados en todas 
partes, la protección de las letrinas centra las moscas y la cuber¬ 
tura o entierro de las heces son las medidas más importantes. Los 
médicos pueden influir poderosamente para cambiar la actitud de 
las gentes hacia la disposición de las excretas, indispensable a la 
generalización de métodos sanitarios modernos. 

c) Control de Moscas. Es un factor muy importante, pero 
muy difícil de controlar, sobre todo en las ciudades, como que de¬ 
pende principalmente de un saneamiento completo, que elimine los 
criaderos. En la prevención de las diarreas, lo importante es evi¬ 
tar el acceso de las moscas a las excretas (véase b) y a las casas 
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y los alimentos; en áreas rurales, el alejamiento de los animales de 
las vecindades de la casa puede ser muy útil. 

d) Control de los Alimentos. De importancia en las salmone- 
llosis, representa una fase mucho más avanzada del saneamiento. 
Además del hervido de la leche, práctica habitual en Latinoaméri¬ 
ca, las medidas para impedir el acceso de los animales (ratones, 
aves) a los alimentos son las más posibles y útiles. 

2. Educación higiénica del público. Constituye un elemento in¬ 
dispensable en cualquier programa de prevención de las diarreas, 
que supone siempre un cambio de prácticas de vida. La prédica rei¬ 
terada será más eficaz si se concentra al empleo profuso del agua 
para el aseo especialmente de las manos, el alejamiento de las ex¬ 
cretas y de las moscas, la protección de los alimentos sobre todo del 
niño. Pediatras y médicos generales tienen continua oportunidad 
de impartir esta enseñanza, sea directamente, sea inspirando a sus 
colaboradores y auxiliares y aún, si se interesan, estimulando la 
preparación de medios visuales de educación simples y económicos. 
Los escolares ofrecen un campo especialmente accesible a esta edu¬ 
cación y de gran valor porque alcanza a grandes grupos y se pro¬ 
yecta en las próximas generaciones. 

3. Protección directa del niño. En la prevención de las dia¬ 
rreas, la alimentación materna es de extrema importancia en aque¬ 
llas áreas de malas condiciones higiénicas, que favorecen la conta¬ 
minación de las mamaderas. La lactancia prolongada es igualmen¬ 
te, de mayor valor donde las fuentes adecuadas de proteína son es¬ 
casas. La dieta de la madre deberá ser mejorada, incluso mediante 
distribución de alimentos por los Centros materno-infantiles, para 
prolongar la lactancia. 

La alimentación artificial o mixta, de preferencia con leche 
en polvo, requiere instrucciones prácticas reiteradas sobre el ma¬ 
nejo higiénico de utensilios y alimentos para evitar su contamina¬ 
ción. Al lactante mayor, se le puede dar proteína en forma de le¬ 
che en polvo agregada directamente a cualquier cocimiento al mo¬ 
mento de consumirlo. 

La vigilancia organizada del niño por médico y enfermera, 
idealmente como parte de los servicios sanitarios, tiene un efecto 
decisivo en la prevención de las diarreas. Es muy importante en¬ 
señar a las madres a reconocer los primeros signos de enferme¬ 
dad y a consultar antes que la rápida deshidratación agrave al ni¬ 
ño. 

4. Métodos para mejorar la información existente. Las medi¬ 
das que preceden resumen el conocimiento hoy disponible en la ma¬ 
yoría de los países y que debería aplicarse para reducir la inciden¬ 
cia de las diarreas. Al mismo tiempo, los médicos tienen la posibi¬ 
lidad de contribuir, en grado muy importante, a conocer mejor es- 
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te complejo grupo de enfermedades, sobre todo en su aspecto epi¬ 
demiológico. El mejoramiento del registro de causas de muerte, 
especialmente en niños y la adopción de una clasificación simple 
de los trastornos digestivos, de acuerdo con la Lista Internacional 7 
son un primer paso importante. A medida que se progresa en la 
prevención de las diarreas, los estudios locales sobre la influencia 
relativa de los diversos agentes etiológicos y otros mecanismos de 
transmisión, de la nutrición y factores asociados, adquieren un va¬ 
lor creciente. 

-oOo- 

La Oficina Sanitaria Panamericana continuará prestando todo 
el apoyo posible a pregramas y estudios nacionales o zonales de este 
tipo, además de participar en numerosas actividades de higiene ma¬ 
terno infantil, saneamiento y salubridad general en muchos paí¬ 
ses^ También en este problema, la organización y perfecciona¬ 
miento de los servicios nacionales de salud pública, en cuyo logro 
la profesión médica tiene un papel decisivo, es el instrumento más 
adecuado de progreso. Como un primer paso, específicamente diri¬ 
gido a estimular interés en el grave problema de las diarreas y 
diseminar la información disponible, la Oficina está promoviendo 
la organización de una serie de Seminarios, nacionales e interna¬ 
cionales, estudios y programas experimentales de control en áreas 
urbanas y rurales y el mejoramiento de la enseñanza de médicos 
y paramédicos por medio de becas y ayuda directa a instituciones 
docentes. Pero en éste, como en muchos otros campos, la posibili¬ 
dad real de progreso descansa por entero en los servicios de salud 
pública y en las profesiones médicas de cada país. 
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Dr. Francisco M. Sitsoni 


DISCURSO PRONUNCIADO POR EL DR. A. OTERO LOPEZ EN 
LA ASAMBLEA ANUAL DEL DISTRITO NORTE EN LA CIU¬ 
DAD I)E ARECIBO EL 18 DE SEPTIEMBRE DE 1955, A LA 
MEMORIA DEL DR. FRANCISCO M. SUSONI 

Compañeros y amigos: 

Dedicamos este acto a la memoria del Dr. Francisco M. Su¬ 
soni, por sus relevantes méritos como ciudadano, por sus notables 
logros en el campo de la ciencia médica y por haber dado a su país 
todo lo mejor de su vida en su inagotable afán de servir. 

El Dr. Francisco M. Susoni nació en el pueblo de Hatillo el 29 
de enero del año 1876. Desde niño vino a residir a la ciudad de 
Arecibo, donde emprendió sus primeros estudios, habiendo cursado 
su instrucción primaria en la Escuela del Divino Maestro de la no¬ 
ble villa del Capitán Correa. Su instrucción secundaria de Bachiller 
la . ralizó brillantemente en el Instituto Provincial de San Juan de 
Puerto Rico. Estudiante aprovechado y de preclara inteligencia, 
atrajo para sí la admiración y reconocimiento de sus maestros y 
mentores. 

Inquieto y ambicioso, inquietud y ambición que le distinguie¬ 
ron en el decurso de su vida, acuciado por empeño de superación, ya 
joven bachiller, se trasladó a la Madre Patria para emprender es- 
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tudios universitarios. En su mente bullía una idea, solamente una, 
que al correr del tiempo habría de ser su designio. Su firmeza de 
carácter, su voluntad y vocación conducíanle a un propósito, el de 
emular a Hipócrates y llegar a ser digno de su ciencia y abolengo. 

En la Universidad de Barcelona cursó los tres primeros años 
de carrera, pero inquieto siempre, se adentró por tierras de Espa¬ 
ña, y escrutando nuevos horizontes topóse con los de Galicia, y allí 
en Santiago de Compostela, no sabemos si por acogimiento o porque 
vislumbrara en lontananza su felicidad futura al encontrar en su 
ruta por la vida la mujer ideal que más tarde habría de ser su 
amante compañera, quedóse en las aulas compostelanas y allí re¬ 
cibióse de Doctor en Medicina y Cirugía en el año 1899. Y a esta 
culminación, débese añadir otra muy significativa, la de haberse 
unido a la elegida de su afecto. 

Casado ya, retornó a la Ciudad Condal, donde permaneció por 
algún tiempo asociado a uno de sus antiguos profesores y allí hu¬ 
biese permanecido, a no ser por el precario estado de salud de su 
progenitor que le llamó a Puerto Rico. Vino con el propósito de lle¬ 
várselo a Barcelona, para continuar ejerciendo allá su humanitario 
ministerio, pero la enfermedad de su señor padre se lo impidió y 
le hizo desistir, permanenciendo en Puerto Rico indefinidamente. 

Escogió la ciudad de Arecibo como campo de acción, para 
desarrollar más tarde múltiples actividades médicas preponderan¬ 
tes y diversas actuaciones públicas ciudadanas que encauzaron su 
derrotero hacia la cima de bien ganados logros y alcanzados éxitos. 
Forjado en la lucha, con la energía que brinda la juventud, con 
aquella inquietud tan propia de su espíritu y con el estímulo de una 
mente alerta, organizó y estableció, en el año 1903, la primera ins¬ 
titución clínico-médica en la ciudad de Arecibo en el sitio que hoy 
se conoce como Urbanización García. Fué su privilegio. Pero mo¬ 
tivos fortuitos, por quebrantos de salud, le obligaron, muy a pe¬ 
sar suyo, de privar a su pueblo de los beneficios que ya empezaba 
a derivar de este munífico adelanto, viéndose en la necesidad de 
cerrar su puertas, aunque temporalmente, quizás. 

Velando por sí mismo y por el deseo de continuar dando de sí 
el fruto de sus conocimientos médicos, se fué a París en busca de 
remedio para sus quebrantos, que consiguió a costa de perseveran¬ 
cia y sacrificio. 

En plena rehabilitación de salud, al regresar de Europa, vol¬ 
vió a Arecibo, a la ciudad de sus afectos, a la que tanto quiso, a la 
que brindó todo su lustre y a la que daría con el pasar de los años 
toda una vida de éxitos y logros. Fué médico titular y cirujano jefe 
del Hospital Municipal de Arecibo. 

Siempre le interesó la cirugía, a la cual dedicó su mejor con¬ 
tribución y tiempo. Abarcó todos los aspectos de esta especialidad, 


424 


Bor,. Asoc. Muí», de P. R. 


Octubre, 1955 


incluyendo entre ellos la cirugía ocular, por la cual mostró gran 
interés. Fué pionero de la cirugía moderna en Puerto Rico. Sus 
conocimientos anatómicos, su dedicación al estudio de las moder¬ 
nas técnicas quirúrgicas y su natural disposición, hicieron de él 
un cirujano diestro, sin haber pasado por el tamiz de la escuela 
postgraduada. Fué clínico de grandes recursos y terapeuta preci¬ 
so. 

En el año 1916, volviendo por sus fueros, fundó la clínica 
que ostenta su nombre, hoy Hospital Dr. Susoni. En esta institu¬ 
ción realizó la más árdua, mejor y más humanitaria labor de su 
postulado, rescatando con la magia de su bisturí, vidas a la muerte. 
En ocasiones múltiples fui testigo de su habilidad en la me¬ 
sa de operaciones. El maestro nunca se arredraba. Su pericia 
era inagotable. Su mano era firme. Su conciencia quirúrgica deli¬ 
cada y responsable. Solíame decir, “el vientre es una Caja de Pan¬ 
dora, uno nunca alcanza a comprender las sorpresas que reserva pa¬ 
ra el cirujano.” Y así es la verdad. ¡Cuántos diagnósticos y pronós¬ 
ticos cambian de faz al exponer el campo operatorio! 

Por aquel año 1916 empezaba yo mis primeros pasos de mé¬ 
dico novel por el sendero escabroso de la inexperiencia. Con buen 
bagaje académico y limitado sentido práctico, fué el Dr. Susoni mi 
mejor mentor y maestro en la difícil tarea de acoplarme a estos 
dos atributos de mi naciente vida profesional. Era mi consultor 
en los casos de serias manifestaciones clínicas, y con él aprendí lo 
que no enseñan los libros: el diagnóstico preciso a la cabecera del 
enfermo. La maestría del clínico competente, sus sabias lecciones 
y sus atinados consejos fueron para mí fuente de saber, que aviva¬ 
ban mi mente y estimulaban mis conocimientos, para los que ha¬ 
bían necesidad y apremio de salud, por sus quebrantos. 

Sirvió a su país por más de cinco décadas, no solamente en 
actividades médicas sino en otras muy distinguidas de índole pa¬ 
triótica, que la historia en su día habrá de proclamar. Nosotros, 
como médicos, silenciamos este jalón de su vida, aunque reconoce¬ 
mos, como reconoce todo Puerto Rico el valor de sus hazañas. 

Ya para el año 1934 su salud comenzó a declinar y ésto le obli¬ 
gó a alejarse poco a poco de compromisos profesionales. En el 
1939, colgó su augusta clámide de médico y cirujano de su Clínica, 
no sin antes dejar tras sí una estela luminosa de médicos jóvenes, 
que adiestrados por él, hacen hoy honor al protomedicato puer¬ 
torriqueño, entre ellos Astor, Susoni hijo, Santos, Rodríguez Olmo, 
Valdivieso y otros. Sin embargo, no se alejó del todo, no podía irse 
y abandonar su bajel. Era tal su celo por la institución que con 
tanto afán fundara, que la bondad de corazón que tantos afectos 
1c granjeó, no le permitió renunciar de una vez a lo que era tan 
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suyo, y permaneció como director y consultor hasta sus últimos 
días. 

Susoni no fué académico, fué más bien didáctico. No obstante, 
sería prolijo enumerar los trabajos escritos inéditos que presentó 
en diversas asambleas y congresos médicos, y fué, a pesar de su 
acervo intelectual, modesto, para superarse aún más en la firme 
consistencia de su arte y de su ciencia. 

Procreó una familia ilustre que hace honor a su nombre y a 
su estirpe. 

Murió en la paz del Señor el día 28 de noviembre de 1954. 
Hace apenas un año. Se fué al más allá con la satisfacción del de¬ 
ber cumplido. Su nombre y su paso por la vida honran a Puerto 
Rico. Su historia habrá de imprimirse con caracteres indelebles en 
los libros de su tierra, para ejemplo y emulación de las futuras 
generaciones, y nosotros, que hoy reverenciamos su memoria, de¬ 
bemos sentirnos satisfechos de haber cumplido este deber. 

Su retrato, que en esta sala se destaca prominentemente, per¬ 
manecerá por siempre en este recinto como faro de luz que ilumine 
nuestras vidas. 
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— A — 

Abreu-Román, Antonio, Arecibo 
Acevedo, Angel Carlos, Ponce 
ACEVEDO, CARLOS E., Hato Rey 
ACEVEDO, JUAN E., Mayagüez 
Acevedo, Norberto, U.A. 
Acevedo-Montalvo, J., Patillas 
Acevedo-Santos, Enrique, Guayama 
ACHECAR, FELIPE J., Santurce 
ACOSTA, ANDRES, San Germán 
Acosta, Guillermo, New York 
Acosta, Luis R., Río Piedras 
Acosta, Raúl R., Río Piedras 
Acosta Torres, José J., Caguas 
ACOSTA VELARDE, ANTONIO, New 

(York 

ACOSTA VELARDE, JAIME, Vega 

(Alta 

ADAM, ALBERTO, San Juan 
AGUAYO, ROBERTO, New York 
Aguayo-Disdier, Rafael, Santurce 
AGUILO, OSCAR, Mayagüez 
Aguiló Dies, José A., Santurce 
ALEMAÑY, CARLOS E„ New York 
Alfaro, Pedro Juan, Arroyo 
Alfonso, Edmundo, ¡Santurce 
Allende, Ramón Luis, Ponce 
ALONSO, JOSE J„ Hato Rey 
ALONSO, MIGUEL, Santurce 
Alonso-Caiñas, Fidel, Ponce 
AlonsoCervantes, E., Corozal 
Alonso-Céspedes, T., Isabela 
Alonso-Martínez, R., Fajardo 
Almonte, Maximiliano, Mayagüez 
ALSINA-CAPO, MANUEL F., Ponce 
ALMODOVAR, RAMON I„ Camp Le- 

(jeune, N.C. 

ALUM-PEREZ, JOSE, Arecibo 
Alvarez, Flavio, U.A. 

Alvarez, Jesús, Fajardo 
Alvarez, Rafael, Fajardo 
Alvarez, Urselio, Bayamón 
Alvarez-Calderón, J., Santurce 
ALVAREZ DE CHOUDENS, J„ A.F. 
Alvarez-Pagán, Milton, Hato Rey 
ALVAREZ-POU, LUIS, Santurce 

Ñames in Capitals - Members P.R.M.A. 
U.A. - Unknown address 
A.F. - Armed forces 


AMADEO, JOSE A., Ponce 
Amieva, Mederos, Patillas 
AMOROS, LUIS A„ Río Piedras, 
ANDINO, AGUSTIN M. de, Santurce 
Anduze Menéndez, Julio, Camuy 
ANGELL, IVAN M., Mayagüez 
Angulo, Edilberto, Trujillo Alto 
Anselmi, Jr., Ventura, Peñuelas 
ANTOMMATTEI, ARMANDO, Yauco 
ANTOMMATTEI, RENE, Guayanilla 
APONTE, JOSEPH L„ Hato Rey 
ARANA SOTO, SALVADOR, Santurce 
ARANDES REXACH, E., Bayamón 
Araújo, Juan, U.A. 

ARBONA, GUILLERMO, San Juan 
ARBONA, JOSE LUIS, Mayagüez 
Arbona Figueroa, José A., A.F. 

Arcan, Victor M., San Juan 
Arena, Nicolás, Río Piedras 
Arias, Tomás, Naguabo 
Armaiz, Guillermo R. Vega Baja 
Armstrong Mayoral Raúl, U.A. 
ARMSTRONG-RESSY, CARLOS, 

(Santurce 

ARRACHE, PLACIDO, Río Piedras 
Arrarás, José E., Mayagüez 
Arredondo Sánchez, R., Santurce 
Arrieta Plá, José R., San Juan 
Arrigoitía, Enrique M. de, Arecibo 
ARRILLAGA TORRENS, R., Santurce 
ARROYO JIMENEZ, PEDRO, Capa- 
(rra Heights 

ARRUZA, JUAN, Santurce 
ARSUAGA, LORENZO, Santurce 
ARSUAGA, RAFAEL, ¡Santurce 
ASMAR DE DELIS, ROSA, Santurce 
ASENCIO, FERNANDO, Bayamón 
ASTOR, MANUEL A., Santurce 
Aubray, José, Loíza 
Avilés-Pérez, Juan, Mayagüez 
AXTMAYER, ALFRED L., Santurce 
AXTMAYER, ROBERTO, A.F. 
Axtmayer, Rosa, Río Piedras 
Ayala, Angel Luis, Fajardo 
AYALA. ANGEL M., Caparra Heights 
AYBAR, JOSE A., A.F. 

Aybar, Roberto, U.A. 

Azuela, Víctor M., Río Piedras 
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— B — 

BABB, DONALD F., Ponce 
Badía, José Miguel, Hato Rey 
Badillo, José William, Aguadilla 
BADILLO-SANTIAGO, RAMON, 

(Aibonito 

Báez, Ignacio José, Vega Alta 
Bajandas, Ahmed, Bayamón 
BAJANDAS, FRANCISCO J., Hato 

(Rey 

BALASQUIDE, LORENZO A., Ponce 
Balzac-Mercader, Jaime, Santurce 
BARALT, MANUEL M., Hato Rey 
BARBOSA, GUILLERMO, San Juan 
BARRERAS, JENARO, Caguas 
Barreto Domínguez, A., Aguas Buenas 
BARTOLOMEI, LUIS, Ponce 
Bartolomei-Santaella, René, Ponce 
BOSORA DEFILLO, JUAN, Santurce 
BATLLE, FERNANDO A., Hato Rey 
Bauzá-Hernández, Antonio, San Juan 
BAYONET, NATALIO, San Juan 
Becerra, Juan Manuel, Ponce 
BELAVAL, JOSE Santurce 
BENAVENT, WALTER J., Santurce 
Bendeck, Taufick, Santurce 
Benítez-Rivera, Frank, U.A. 

Benliza, Francisco J., Aibonito 
BERNABE, ADOLFO, Bayamón 
BERNABE, RAFAEL, San Juan 
BERGNES, GUSTAVO, Bayamón 
BERIO-SUAREZ, ANTONIO, Santurce 
BERIO-SUAREZ, CARMEN L„ San- 

(turce 

BERIO-SUAREZ, FRANCISCO, 

((Santurce 

BERIO-SUAREZ, JOSE, Santurce 
BERIO-SUAREZ, MARIA TERESA, 

(Santurce 

Bernal-Cabrero, Delfín, Santurce 
BERNAL-ROSA, JOSE F., Santurce 
BERNAL Y DEL RIO, VICTOR, 

(Río Piedras 

Bcrraola, Ramón, U.A. 

BERRIOS, MANUEL B., Caguas 
Berrocal, Carlos, U.A. 

Berrocal, Enrique, Santurce 
BERTRAN, CARLOS E„ (Santurce 
BERTRAN, JUAN M., San Juan 
BETANCES-CAMPORA, L.J., A.F. 
BIAGGI, HIPOLITO, Mayagüez 
BIAMON, LUIS L., San Juan 
Biascoechea, Diego, Santurce 


BIERLEY, J. R„ A.F. 

BIRD, JORGE, Santurce 
BLADUELL, HECTOR A., San Juan 
BLANCO, GUMERSINDO, Santurce 
Blanco, José, U.A. 

BLANCO, RAFAEL A., Lajas 
Blanco Lugo, Pedro, Manatí 
BLANES, RAFAEL A., Santurce 
Blasini, Francisco, Santurce 
Blasini Rivera, Marino, (Santurce 
BLASINL SANTIAGO, RAFAEL, 

(Santurce 

BONELLI, FRANCISCO, Santurce 
BONELLI, PABLO M., Río Piedras 
BOND, E. M., Caguas 
BOND, WALTER M., U.A. 

Boneta, Fernando, Toa Baja 
Bonilla Colón, Jorge, San Juan 
Bonin-Font, Pedro J., Ponce 
Borgos, Rafael A., Hato Rey 
BORRAS, BARTOLOME, Santurce 
Borrás, Pedro A., Santurce 
BOSCH, JOSE E., Santurce 
BOU, ALFREDO L., Santurce 
BOU, ALFREDO V., Río Piedras 
BOU, GABRIEL Vega Baja 
BOU LOPEZ, JOSE, Corozal 
BRINZ, ALBERT J., Río Piedras 
BUNKER, REX J., New York 
Burke, Homer L., Castañer 
Bursian, Tirso, U.A. 

BUSO, ROBERTO, Santurce 
Buso Eduardo, Santurce, 

BUSQUET3, ANTONIO R., Ponce 
BUSQUETS, SALVADOR C., Hato Rey 
BUXEDA, FERNANDO L., A.F. 
BUXEDA, ROBERTO, Santurce 

— C — 

CABRERA, JUAN R., Santurce 
Cabrera de la Rosa, Fernando, Río 

(Piedras 

Cáceres de Costas, M., Santurce 
CADILLA, ARTURO, Arecibo 
Cadilla-Viñas, Arturo, Bayamón 
Calcagno, Mario, Arecibo 
CALDERON, AUREO, (Santurce 
Calderón, Emilio, Guaynabo 
Camuñas, María I., Santurce 
Canabal-López, Manuel, Ponce 
Canino, Esperidión, Aibonito 
CANINO, FERNANDO M., Hato Rey 
Cantón, Rafael, Río Piedras 
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Capella, Amaury, Santurce 
Capestany, Roberto, Ponce 
Capó, Francisco J., Puerta de Tierra 
Carazo, Jorge, Bayamón 
Cardona, Arístides, U.A. 

CARDONA, GUILLERMO, Ponce 
CARDONA, JOSE NESTOR DE, Isa- 

(bela 

CARDONA, JUAN P., Salinas 
CARDONA, NESTOR DE, Aguadilla 
Cario, Enrique J., Boquerón 
Cario, Ramón, Río Piedras 
CARRASQUILLO, HONORIO F., Pta. 

(de Tierra 

CARRASQUILLO, MODESTO, Hato 

(Rey 

Carrasquillo, Rafael, Guayama 
Carrera, Guillermo M., New Orleans 
Carrazo, Jorge, Trujillo Alto 
CARRERA, MANUEL E., Fajardo 
CARRERA, MANUEL G., Fajardo 
Carrera Giral, J., Santurce 
CARRION, ARTURO L., Santurce 
Carro, Antonia, Arecibo 
Carro, José A., Bayamón 
CASALDUC, FRANCISCO J., Maya- 

(giiez 

Casals ¡Scott, Ana, Ponce 
CASANOVA, ANTONIO, Juana Díaz 
CASANOVA-DIAZ, A. S„ Santurce 
CASANOVA-DIAZ, J. R., Hato Rey 
CASHION, MARVIN S., Santurce 
CASO, JOSE B., Santurce 
CASTAING, PEDRO A., Ponce 
CASTAÑER, ALBERTO, iSanturce 
Castillo López, Miguel A., Barceloneta 
Castro, Carlos M. de, U.A. 

CASTRO DE CHAFEY, MARISA, 

(Santurce 

Castro de Jesús, R., Caguas 
CASTRO SUAREZ, CARMEN, Santur- 

(ce 

Castro de González, Providencia, 

(Santurce 

Causado, José, Santurce 
Cerra Quiñones, Domingo, Santurce 
CERVONI, WALTER A., San Juan 
CESTERO, ANGEL R., Santurce 
Chafey, David H., iSanturce 
CHAVES-ESTRADA, JOSE, Santurce 
Cheij Kourie, Abraham, Ceiba 
CHICO, HERMAN G., Naguabo 
CHIQUES, CARLOS M., Philadelphia 
CHRISTIAN, AURELIO, Mayagüez 


Christian Mejías, Jorge, Aguadilla 
Cintrón-Cruz, E. A., Santurce 
CINTRON GARCIA, MIGUEL A., 

(Ponce 

Cintrón-Rivera, Angel A., San Juan 
Clavell, Iván, Ponce 
CLAVELL, JUAN E., Ponce 
CLAVELL, LUIS C-, Mercedita (Pon- 

ce) 

Cobián Alvarez, J. B., Guayanilla 
Coca Mir, Rafael, U.A. 

Coello Michel, José, Juana Díaz 
Colberg, Giovani, Bayamón 
COLBERG-RIOS, HERMAN, Río Pie- 

(dras 

Colberg, Jorge, Puerto Nuevo 
Colberg, Pedro Nelson, Camuy 
Colberg, Rebecca, Río Piedras 
COLLAZO, CESAR A., Juncos 
COLLAZO, PEDRO J., Hato Rey 
Collazo, Rafael, Hato Rey 
Coll y Cuchí, Víctor, Santurce 
COLON, JULIO E., iSan Juan 
COLON, RAFAEL, Santurce 
COLON, RAMON T., Río Piedras 
Colón-Betances, Cristino, Caguas 
Colón-Bonet, Juan, Bayamón 
COLON-DAVILA, J. A., Santurce 
COLON-FONTAN, ANGEL B., Naran- 

(jito 

Colón-Lugo, Salomón, Santurce 
Colón Morales, M., Río Piedras 
Colón-Ramos, Francisco, Fajardo 
COLON-RIVERA, EGIDIO S., Santur- 

(ce 

Colón-Román, J., Mayagüez 
COLON-YORDAN, ERNESTO, Ponce 
COMAS, ARSENIO, Santurce 
CORA, MARINA E., Puerto Nuevo 
CORDERO, JERAMFEL, Santurce 
CORDERO, RICARDO, Santurce 
Cordero de Garcés, Ana L., iSanturce 
Córdova, Fernando A., Santurce 
CORNELL, EI.MER, Ensenada (Guá- 

nica) 

CORREA, JOSE F., U.A. 

Correa Ayala, Roberto, Arecibo 
Cortés, Félix Manuel, Santurce 
Cortés, Nelson, Morovis 
COSTA MANDRY, OSCAR, Santurce 
Costas, Raúl, Santurce 
COSTAS DURIEUX, J. L„ Ponce 
Crespo, A., Bayamón 
Crespo, Jorge U., Lares 
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Crosiar, Donald, Mayagüez 
Cruz, Héctor, Bayamón 
Cruz Hernández, H., Arecibo 
CUCHI COLL, ENRIQUE, Santurce 
Cuello, Leovigildo, Santurce 
CUEVAlS-ZAMORA, R., Hato Rey 
Cummings, Luis E., Santurce 
Cumpiano, Emilio, Santurce 
Cuquerella, Víctor, Santurce 
CURBELO, PABLO G., Santurce 
Curet, José A., Fajardo 
— O — 

D’Acosta, Adolfo, Bayamón 
Dalmau, Carlos, U.A. 

DALMAU, MIGUEL S., Bayamón 
Dalton, Ralph E., San Juan 
Darío del Ñero, Pedro, Río Piedras 
Daugherty, John W., Santurce 
DAVILA, JOSE E., Río Piedras 
DAVILA, BASILIO, Santurce 
DAVILA, JULIO E„ Santurce 
Dávila-Cintrón, Luis, Cidra 
DAVILA LOPEZ, JOSE G., Ponce 
Dávila Polanco, José B., Santurce 
DAVIS, LEONCIO T., Puerto Nuevo 
Defendini, Efraín A., Santurce 
Delerme, Félix, Río Piedras 
Delgado González, A., Aguadilla 
DELIZ ROIG, LUIS R., Hato Rey 
Deñó, Américo, Jayuya 
Devarie Sánchez, Marcos, Vega Baja 
DIAZ, ANGELES, Santurce 
DIAZ ATILES, ALBERTO, Santurce 
DIAZ BONETT, LUIS, Hato Rey 
DIAZ BONETT, RAFAEL, Río Piedras 
DIAZ CARAZO, JOSE, Santurce 
Díaz de Garau, Priscila, Río Piedras 
Díaz Márquez, G., Río Grande 
Díaz Martínez, Rafael, Manatí 
Díaz Marxuach, Euclides, Caguas 
Díaz Montañez, Angel, U.A. 

Díaz Montañez, Rafael, Cayey 
Díaz Pérez, José M., Ponce 
DIAZ RIVERA, RURICO l3„ Santurce 
Díaz Romero, J., Manatí 
Díaz Romero, R., U.A. 

Díaz Santini, Felipa, U.A. 

DIEZ GUTIERREZ, EMILIO, Orocovis 
DIEZ RIVAS, FEDERICO, Santurce 
DOMINGUEZ, ALBERTO M„ Califor- 

(nia 

DOMINGUEZ CARLOS, Washington, 

(D.C. 

DOMINGUEZ, CESAR, Humacao 


DOMINGUEZ, RAFAEL, Utuado 
DOMINGUEZ, TOMAS, Guayama 
Domínguez- Vinicio, Maunabo 
Dones-Román, Rubén, Arecibo 
Duarte Mendoza, Pedro, Juncos 
DUNSCOMBE, COLBY W., Mayagüez 
DUNSCOMBE, WILLIAM C., Maya- 

(giiez 

DURAND, PEDRO J., U.A. 

Duverge, Héctor, Arecibo 
— E — 

ECHEVARRIA, ARTURO L„ Aguadi- 

(11a 

EHRLICH, LASZLO, San Juan 
Elias de Alonso, A., Río Piedras 
ELLIS CAMBIAS O, FEDERICO, Ca- 

(guas 

ESPINOSA, MANUEL, Santurce 
ESTELLA, HONORATO, Santurce 
ESTRADA, ISABEL, Massachusetts 

— F — 

FAGOT, GABRIEL, Bayamón 
FAS, NAYIP, Cabo Rojo 
Febles, Erasto, Río Piedras 
Feliciano, Héctor A., Río Piedras 
Félix Rodríguez, C.A., Caguas 
Fernández, Benigno, Toa Baja 
Fernández, Enrique, Fajardo 
FERNANDEZ, LUIS J., San Juan 
FERNANDEZ, MARIO C., Santurce 
Fernández, Nelson, Hato Rey 
FERNANDEZ, RICARDO F., San Juan 
Fernández Ceide, R., U.A. 
FERNANDEZ CERRA, EUGENIO, 

(Hato Rey 

Fernández Durán, G., U.A. 

Fernández Durán, M., Santurce 
FERNANDEZ FUSTER, MANUEL, 

(Hato Rey 

Fernández Isales, R., Santurce 
FERNANDEZ MARINA, R„ Santurce 
Fernández Marchante, R., U.A. 
Fernández Pedro, C., Hato Rey 
FERNANDEZ iSARIEGO, G., A.F. 
Fernández Valdés, A., Cíales 
FERNOS ISERN, A., Washington 
FERRAIUOLI, E. BLAS, Santurce 
FERRAIUOLI, FRANCISCO A., San- 

(turce 

FERRAIUOLI, C. JOSE, Santurce 
Ferreira, Luisa, Río Piedras 
FERRER, JOSE C., San Juan 
FERRER, RAFAEL E., Cataño 
FERRER, REINALDO A., Santurce 
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FERRER DELGADO, TOMAS, Maya- 

(güez 

FERRER PINERO, LILLIANE, Hato 

(Rey 

Figaredo, Alfredo, Guayama 
FIGÜERA!;, EDMUNDO R., Santurce 
FIGUEROA, ETERVINA, Santurce 
FIGUEROA, LEOPOLDO, Santurce 
FIGUEROA, MIGUEL, A.F. 

Figueroa Colón, José J., San Juan 
Filiberty, Manuel, Aguadilla 
FINCH, CARLOS M., Ponce 
Fiol, Rosa, Río Piedras 
FIOL DIGAS, JOSE, Ponce 
FIRPI, MIGUEL A., Santurce 
FLAX, HERMAN J., Santurce 
Flores Gallardo, A., Río Piedras 
FONT, J. H., Puerto de Tierra 
FONT CASALDUC, JAIME, Puerta de 

(Tierra 

FONT SUAREZ, VICENTE, Santurce 
FORASTIERI, J., Caguas 
Forés, Sally E., Aguadilla 
FORTUÑO, ROBERTO F., (Santurce 
Fossas, José Rafael, U.A. 
FRANCESCHI, ANDRES, Puerta de 

(Tierra 

Franceschi, Francisco, San Juan 
FRANCESCHI JULIA, J. A., Humacao 
FRANCISCO, ROBERTO, Santurce 
FRANCO-SOTO, J. A., San Sebastián 
FRANK, JULIO E., Hato Rey 
FRASQUERI, EDUARDO R., Santurce 
Freidinger, Joseph, Utuado 
FUENTES, CLAUDE E., New York 
FUERTES, JOSE R., (Santurce 
Fuertes Correa, Margarita, Arecibo 
FUSTER, JAIME L., Guayama 
— G — 

Galíndez Antelo, William, U.A. 
GALLARDO, JOSE A., Santurce 
GARAU, SAMUEL, Hato Rey 
GARCES, JULIO E., Caparra Heights 
García, Arnaldo J., U.A. 

GARCIA, CELSO RAMON, U.A. 
GARCIA, DAVID E., Hato Rey 
García, Herminio D., Hatillo 
García, Iván H., U.A. 

García, Jorge, Fajardo 
García, José Ramón, Aguadilla 
García, Miguel A., Arecibo 
GARCIA BIRD, J., Santurce 
GARCIA BLANCO, JOSE, U.A. 
GARCIA CABRERA, E., Santurce 


García Carrasco, F., Coamo 
GARCIA CASTILLO, A., (Santurce 
García Esteves, Juan, Santurce 
GARCIA GARCIA, J., Santurce 
García Jiménez, M., Río Piedras 
GARCIA LASCOT, EULALIO, San 

(Juan 

García López, Rafael, Santurce 
García Madrid, J., Río Piedras 
GARCIA DE LA NOCEDA, HILDA, 

(Río Piedras 

García Quevedo, J., Arecibo 
GARCIA DE QUEVEDO, LUIS, 

(Santurce 

García Quevedo, Orlando, Arecibo 
GARCIA DE LA TORRE, F., 

(Santurce 

García Estrada, Manuel, Santurce 
García Galarza, J. A., Santurce 
García Malpica, J., Carolina 
GARCIA MERCADO, LEOPOLDO, 

(San Juan) 

GARCIA PALMIERI, MARIO R„ 

(Santurce 

GARCIA RAMIREZ, OSCAR E., 

(Aguirre 

García Rivera, A. J., Santurce 
GARCIA SOLTERO, A., Guayama 
GARCIA UBARRI, ANGEL, Guaynabo 
García Vélez, Joaquín R., Santurce 
García Zamora, A. J., Aguadilla 
García Monte de Oca, C., Ponce 
GARRIDO CARMONA, M„ A. F. 
GARRIDO COLLAZO, J„ Río Piedras 
GARRIDO MORALES, M., Santurce 
GARRIGA PRIDA, JOSE E„ Río 

(Piedras 

Garriga Prida, Rafael, Santurce 
Gatell, Palmira, Santurce 
Gavillan Pabón, Pedro, Río Piedras 
GELABERT, JOSE A., Ponce 
GELPI, WILLIAM P„ Santurce 
GELPI, WILLIAM R., Ponce 
Gelys, Alberto, A. U. 

Gianoni, Domingo, Fajardo 
Gil, Julio A., Cayey 
GIL, RAFAEL A., Santurce 
GINORIO, ANTONIO R., Santurce 
GLOVER, (SAMUEL I., Mayagüez 
GODREAU, MIGUEL F„ Ponce 
GOMEZ ACEVEDO, MANUEL, Río 

(Piedras 

GOMEZ, HIRAM E., E.U. 

González, Antonio, Santurce 
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GONZALEZ, BENIGNO T., Caparra 

(Heights 

González, Bernardino, A.U. 
GONZALEZ, CARLOS, Río Piedras 
González, Eduardo, Bayamón 
González, Francisco, Aguadilla 
González, Georgina M., Santurce 
GONGALEZ, F. G., Santurce 
González, Jacinto, Río Grande 
GONZALEZ, J. F., Mayagüez 
GONZALEZ, HECTOR M., Humacao 
González, Luis F., Río Grande 
González, Modesto, Arecibo 
GONZALEZ, OSVALDO, Santurce 

(A.F.) 

González Alcover, R., Santurce 
González Correa, R., Río Piedras 
González Díaz, Manuel, U.A. 

González Flores, B., Santurce 
GONZALEZ GIUSTI, J. R., Santurce 
González Mena, A., Hato Rey 
GONZALEZ MONTALVO, Lydia, Río 

(Piedras 

GONZALEZ FLORES, J. R„ Ponce 
González Olmo, Juan B., Lares 
González Orozco, Mario, A.U. 
González Ríos, Antonio, Santurce 
GONZALEZ RAMIREZ, LUIS, New 

(Jersey 

González tSáldaña, L. E., Santurce 
GORLIN, PHILIP S., Ponce 
GOWE, DONALD F., Ponce 
GOYCO, OSVALDO, Ponce 
Grana, Julieta, Santurce 
GRAULAU, LUIS M., Camuy 
GUARCH DE FLAX, JOSEFINA, 

(Santurce 

Guardiola, Pablo R., A.F. 

Guerrero Guerrero, R., Río Piedras 
GUBERN, CARLOS S., Fajardo 
Guevara, Raúl A., Camuy 
GUIJARRO, ANTONIO, New Jersey 

(A.F.) 

Gutiérrez, Armando A., Guayama 
GUTIERREZ ORTIZ, VICTOR, 

(Santurce 

GUZMAN, LUIS R., Santurce 
GUZMAN ACOSTA, CARLOS, 

(Santurce 

GUZMAN ACOSTA, MANUEL, 

(Santurce 

Guzmán López, Manuel, Bayamón 

GUZMAN RODRIGUEZ, M., Santurce 


— H — 

HADDOCX SUAREZ, JENARO, Río 

(Piedras 

Haddock-Suárez, Lilliam, Santurce 
Hammerschmidt, César, Villalba 
Hart, Humberto, Río Piedras 
HAZIM, HAMLET, Ponce 
Heiman, Harold, Santurce 
HERETER, JORGE, Hato Rey 
HERNANDEZ, RAFAEL, Alabama 
HERNANDEZ MATOS, J. A., Río 

(Piedras 

HERNANDEZ MORALES, F., 

(Santurce 

Hernández ¡Hanz, Víctor, Mayagüez 
HERNANDEZ DEL VALLE, PEDRO, 

(Fajardo 

HIDALGO, HECTOR O., Santurce 
HIDALGO CESTERO, CARLOS A., 

(Río Piedras 

Hinman, Edgar Harold, San Juan 
HOMEDES, JUAN, Hato Rey 
HONORE, SABAS, Ciales 
HOSTOS, EUGENIO M. DE, 

(Santurce 

Hoyo, Manuel, Hato Rey 
HOYOS, HECTOR A., Ponce 

Ifarraguerri, Agustín, Arecibo 
IGARTUA, SUSANA, Aguadilla 
IGARTUA, GREGORIO, Aguadilla 
IGUINA, MANUEL A., Río Piedras 
Iguina Mora, Martín A., Arecibo 
IGUINA REYE?, JOSE, A., Ponce 
Infante, Rafael, U.A. 

Infanzón Ochoteco, Jesús, Hatillo 
Iñigo Agostini, Emigdio, Mayagüez 
IRIZARRY, JAIME E., Sabana Grande 
Irizarry, Sergio, Santurce 
IRIZARRY BULLS, BENITO, Arecibo 
IRIZARRY BULLS, EDGARDO, Pta. 

(de Tierra 

ISALE3, LUIS M., Santurce 
ISALES, RAMON, Santurce 
Iturrino, José Luis, A.F. 

— J — 

JANER, FERNANDO H., Río Piedras 
JANER, MANUEL, New York 

JANER PALACIOS, ANA, Río Piedras 
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JAVIER DE YOUNG, HAYDEE, Hato 

(Rey 

JESUS, FRANCISCO R. DE, Santurce 
JESUS, JOSE A. DE, Caparra Heights 
Jiménez, José D., San Juan 
JIMENEZ, RAFAEL ANGEL, Caguas 
Jiménez Becerra, T., Santurce 
JIMENEZ LOPEZ, R., Santurce 
Jiménez Mercado, Juan J., Santurce 
JIMENEZ PABON, EDWARD, A.F. 
JIMENEZ TORRES, CARLOS F., 

(Ponce 

JIMENEZ VELEZ, JOlSE L., 

(Pennsylvania 

Johnson, Paul, Humacao 
Jordán, Octavio, San Juan 
Jouanneau, Luciano, Mayagtiez 
Juan, Jr., Abel de, Vega Baja 
JUAN, ABEL DE, Santurce 
JULIA, CARLOS M„ San Juan 
JULIA, MARIO, Hato Rey 
Jung, H. E., Corozal 
Justiniano, Raúl T., Bayamón 
JUTZY, DONALE ARTHUR, Mayagtiez 
— K — 

KINDY, PAUL E., Mayagüsz 
KING, ROBERT R., San Juan 
KODESCH, J. B., Santurce 
KOPPISCH, ENRIQUE, San Juan 
— L — 

LACOT SALGADO, A., Fajardo 
LACOURT, LUIS L., Roosevelt 

(Hato Rey) 

Lafont Zayas, Emilio, Arecibo 
Lamela, Manuel A., Cayey 
LANDRON, JOSE, iSánturce 
LANG, ALBERT A., Ponce 
LARA, J. J. DE, Ponce 
Larrañaga, Jorge, Ponce 
LASSISE, ENRIQUE, Sabana Grande 
Lastra Morales, O., Canóvanas 
LATIMER, JOSE R., Pennsylvania 
Latoni, José R., Santurce 
Latoni Cabanillas, David, U.A. 
LAUGIER, AGUSTIN R„ San Juan 
Lázaro García, Pedro, Caguas 
Lebrón, Domingo, Río Piedras 
Lebrón, Francisco A., Santurce 
Lee Pimentel, Charles E., Santurce 
León Sentenat, Emilio, San Lorenzo 
Lehman, Joseph E., Aibonito 
Lens, Antonio, Arecibo 
Leppink, Harold B., Castañer 

(Adjuntas) 


LERGIER, JULIO E., Santurce 
LICHA, JOSE S., Santurce 
Lichtenberg, Francisco, Río Piedras 
LIMA BEAZ, BERNABE, Río Piedras 
LIMERES, JOíHE R„ E.U. 

Lippittt, William F., Santurce 
Lizardo, Francis, Río Piedras 
LLANO, J. M. del, Santurce 
Llavona Vera, Angel F., Ponce 
LLOBET, RAMON E., Santurce 
Llompart García, J., Santurce 
Lluberas, Blanca A., Santurce 
Lockhardt, Alfredo, Caguas 
Loinaz, Diego, Barranquitas 
LOMBARDI, ANTHONY L., Hato Rey 
Loperena, Eleuterio, Aguadilla 
LOPEZ, HILTON L., 'Santurce 
López, José A., Santurce 
López, Waldo E., Santurce 
LOPEZ CANDAL, AMAURY, Gurabo 
LOPEZ DE LA ROSA, L., Santurce 
LOPEZ ELIAS, FRANCISCO, San 

(Sebastián 

LOPEZ GARCIA, RAMON, Caguas 
LOPEZ MORALES, HIRAM, Comerío 
López Morales, Juan, Fajardo 
López Saavedra, Wilfredo, Arecibo 
LOPEZ SANABRIA, ULISEtS: San 

(Juan 

LOPEZ VARGAS, FERNANDO E., 

(Cidra) 

López Vicario, Luis, Ponce 
Loyola, Jaime L., Peñuelas 
LUGO, ALBERTO E., Río Piedras 
Luigi, Hirám, Aguadilla 
LUIGUI, J. E., Río Piedras 
LUGO, ANIBAL, Santurce 
Lugo, Jorge E., Fajardo 
Lugo, Orlando, Salinas. 

LUGO RIGAU, NELSON, Río Piedras 
LUM, RALPH J., Santurce 
Luzunari, Modesto, Arecibo 

— M — 

Macossay, Carlos, Río Piedras 
Machuca, Fernando, Caguas 
Maduro, Luis G., Ponce 
MADRAZO, ARTHUR J., Ponce 
Maeso, Manuel, Arecibo 
MAESTRE, FEDERICO J., Pennsyl- 

(vania 

Magrañer, José A., Adjuntas 

MAGRIÑA, RAMON, U.A, 
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MALAGON, VICTOR, Santurce 
MALARET, PEDRO, Bayamón 
Malaret, Germán E., New Orleans 
MALDONADO, EDUARDO D., 

(Hato Rey) 

Maldonado, Miguel A., Fajardo 
MALDONADO, RAFAEL, Santurce 
Maldonado Chinea, C., Río Piedras 
MALDONADO QUIÑONES, RAMON, 

(Hato Rey) 

MARCHAND, ANGEL M., iSanturce 
MARCHAND, ERNESTO J., Santurce 
MARCHAND, JUAN R., Bayamón 
MARCHAND, JUAN S., Manatí 
MARCHANY, ANTONIO, Santurce 
MARCIAL, VICTOR A., Río Piedras 
MARCIAL ROJAS, RAUL A., 

(Santurce) 

MARGARIDA, CARLOS J., Santurce 
MARIANI, MIGUEL A., Santurce 
Mari Rodríguez, Paul, Santurce 
Marín de Rullán, Mimosa, (ránturce 
MARQUEZ, FRANCISCO A., Aguadilla 
MARQUEZ, GUILLERMO S„ Arecibo 
MARQUEZ, IVAN A., E.U. 
MARQUEZ TORRES, J., Aguadilla 
MARRERO, HECTOR R., Santurce 
Marrero Bonilla, Miguel, U.A. 

Márquez Fernández, J., Hato Rey 
MARTINEZ, ERNESTO J., Aibonito 
MARTINEZ, ERNESTO C., Bayamón 
Martínez, Héctor A., Aguirre 
Martínez, Hugo, Arecibo 
Martínez, Isidro, Arroyo 
MARTINEZ, JOSE ANGEL, Arecibo 
Martínez, Rosendo, U.A. 

Martínez, Zenobio R., Río Piedras 
MARTINEZ ALVAREZ, ANTONIO, 

(Santurce) 

Martínez Andújar, R., Lares 
Martínez Irizarry, L., Ponce 
Martínez Peña, Enrique, Arroyo 
Martínez Picó, Amalia, Santurce 
MARTINEZ DE POLO, HILDA, 

(Río Piedras) 

MARTINEZ RIVERA, E., Hato Rey 
MARTINEZ VILLAFAÑE, HECTOR, 

(Santurce) 

MARTY PEREZ, R., Santurce 
MALCORT, JUAN A., Hato Rey 
MASSANET, CARLOS L.. Río Piedras 
Massari Sánchez, F., Morovis 
Matos, Angel M., Bayamón 
Matta, Carlos, Río Piedras 


MATTA, JR., ENRIQUE, Santurce 
Matta de Iguina, Fermina, Arecibo 
Mattei, Max, Hato Rey 
MATTEI, TITO, Yauco 
Mattei Vázquez, L., Ponce 
Mauleón, Carlos M., Santurce 
MAYER, HERBERT, Santurce 
Mayol, Miguel A., Morovis 
MEDINA, ANTONIO S., Santurce 
Medina, Eduardo I., Fajardo 
Medina, Gilberto, Humacao 
Medina, José T., Santurce 
MEJIA CASALS, ALBERTO L., 

(Santurce) 

MEJIA RUIZ, R., Humacao 
MEJIAj;!, FRANCISCO J., Santurce 
MELENDEZ, ANDRES S., Bayamón 
Meléndez, Juan, Hato Rey 
MELENDEZ, MANUEL, Bayamón 
MELENDEZ, PEDRO C-, Bayamón 
MELLA, JUAN LUIS, Juana Díaz 
Menay Jusino, Abelardo, Santurce 
Méndez, Arcelio, Utuado 
MENDEZ, ARIEL R., Hato Rey 
MENDEZ, CEFERINO A., Santurce 
Méndez, Jr., Leonardo, U.A. 

MENDEZ, NESTOR H., Santurce 
Méndez Bryan, R., Santurce 
MENDEZ CASHION, DOLORES I., 

(Santurce) 

MENDEZ HERNANDEZ, NICOLAS, 

(Manatí) 

Méndez de Maccosay, L., Río Piedras 
Mendín Sabat, José, iSanturce 
Mendoza Mendoza, Pedro, Aguadilla 
Mendoza, Samuel, Bayamón 
MENENDEZ CORRADA, R., Río Pie- 

(dras 

Menéndez Mercado, J., Río Piedras 
MICSKY, LAJOS VON, Mayagüez 
MILAN, ENRIQUE, Santurce 
Milán, Ramón, Aguadilla 
Milán, Teodoro, Río Piedras 
MIMOSO, JUAN, Santurce 
Miranda, Ada, Arecibo 
MIRANDA, MANUEL N., Río Piedras 
Miranda Rosado, Lorenzo, Rincón 
MOCZO, LUIS R., Santurce 
MOLANO, Pedro A., Río Piedras 
Molina, Rafael A., Arecibo 
MOLINARI, JOSE G., New York 
MONSERRATE, FERNANDO M.. 

(New York) 

MONTALVO, ANDRES H., Santurce 
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MONTALVO, JOlS¡E H„ Añasco 
Montalvo, Julio R., Añasco 
MONTALVO, LUIS J., Santurce 
MONTALVO DURAND, E. A., 

(Río Piedras) 
MONTALVO GUENARD, A., Santurce 
Montes, Alberto L., Vega Baja 
Montes Esteves, Santiago, Moca 
MONTILLA, EDUARDO, Santurce 
MONTILLA, VICTOR J„ Santurce 
Mora Boneta, Pedro, Arecibo 
MOORE, CHARLES B., Mayagüez 
MOORHEAD, JOHN S., St. Thomas, 

(V.I.) 

MORA DE NOCHERA, MARIA T., 

(Mayagüez) 

MORALES, CARLOS E., Río Piedras 
MORALES, JUAN E., Río Piedras 
MORALES, LUIiS A., Ponce 
MORALES, LUIS M., Puerta de Tierra 
MORALES, PABLO LUIS, Santurce 
MORALES OTERO, PABLO, Santurce 
MORALES BOYER, RAFAEL, 

(Río Piedras) 

MORALEi; MUÑOZ, M., Santurce 
MORALES RUIZ, J. S., Bayamón 
MORENO, NARCISO, Santurce 
Moreta Moreno, René, Guaynabo 
Morillo, Luis, Peñuelas 
Morris, Oriel C., Mayagüez 
Moscoso Cordero, J. M., Cayey 
MUDAFORT, RAFAEL A„ Manatí 
MUDAFORT, SARKIS M., Santurce 
Mulero, Héctor L., Santurce 
MUNDO FRANCISCO E„ Santurce 
MUÑIZ, RADAMES, Hato Rey 
Muñiz, Antonio, San Sebastián 
Muñoz, AUREA, Hato Rey 
MUÑOZ, JUilTO LUIS, Villalba 
Muñoz Candelario, A.L., Arecibo 
MUÑOZ DONES, ELOISA, Río Piedras 
MUÑOZ MacCORMICK, C. E„ Santurce 
MUÑOZ VAZQUEZ, RAFAEL, Juana 

(Díaz 

MURPHY, IAN D., Santurce 
MUSSENDEN, BORINQUEN, E.U. 
McCANDLES, JAMES, San Sebastián 
McCONNIE, RANDOLPH J„ Santurce 
Macpherson, Roderick, Arecibo 
— N — 

NADAL, HECTOR M., Santurce 
NADAL GRAU, J., Mayagüez 
Najul Bez, E., Isabela 
NAVARRO, FELIX A„ E.U. 


Navarro, Francisco, Aguadilla 
NAVAS, ANTONIO, Santurce 
NAZARIO RODRIGUEZ, R„ California 
NEGRETE, CESAR A., Cabo Rojo 
Ñero Viera, Pedro del, Caguas 
Nido iStella, Roque, Bayamón 
Nieves, Luis Angel, Río Piedras 
Nieves, Lydia D., Fajardo 
Nieves. Calcaño, Gilberto, Fajardo 
NIEVES COLON, J„ Santurce 
Nieves López, Pedro L., Río Piedras 
NINE CURT, JOSE, Humacao 
NOCHERA, DOMINGO, Mayagüez 
Noguera, Juan A., Santurce 
NOGUERAS, JUAN J., Hato Rey 
Nogueras, Julio, U.A. 

NOVOA CABALLERO, MIGUEL, 

(Caguas) 

NOYA BENITEZ, JOSE, Santurce 
NUÑEZ COLON, NEIDA, Cataño 
Núñez Santana, Idalia, Santurce 
— O — 

Ocasio Cabañas, K., Puerto Nuevo 
OLIVELLA, JAIME A., Río Piedras 
OLIVERAS GUERRA, A„ Santurce 
Oliver Pino, Gabriel, Yauco 
OLMEDO, JOl-E C., Maryland (A.F.) 
O’NEILL, EDWARD, Santurce 
Orlandi, Radamés, Santurce 
ORPI, JR., PEDRO, Santurce 
ORTEGA, LUIS, San Juan 
Crtega, F. Armando, Coamo 
Ortega, Ramón C., Río Piedras 
ORTIZ, ANTONIO, Santurce 
Ortiz, Julio A., Humacao 
ORTIZ, YDALIA, Bayamón 
ORTIZ GORDILLS, EDGARDO, A.F. 
Ortiz Guzmán, Guillermo, Puerta de 

(Tierra 

Ortiz Santiago, Pedro M.. Toa Alta 
Otero, Pedro J., San Juan 
Otero Colón, Angel M., Bayamón 
OTERO LOPEZ, A., Manatí 
OTERO ROQUE, MANUEL, Santurce 
— P — 

Pablos, Glicelia, Arecibo 

Pacheco, Luis A., Caparra Heights 

PADILLA, ANGEL F., Cabo Rojo 

Padrón, Jorge, San Sebastián 

Pagán, J. E., Arecibo 

Pagán, Luis H., Santurce 

PADRO, FERNANDO, Puerta de Tie- 

(rra 

Pagán, Rafael Angel, Rio Piedras 
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Pagán, Victoriano, Bayamón 
Pagán, Víctor J., Caparra Terrace 
Pagán, Víctor M., iSán Sebastián 
Pagán Cario, J., Arecibo 
Pagán Pascual, Víctor M., Bayamón 
Palacios, Miguel A., Mayagüez 
PALMER LOPEZ, ARNALDO, 

(San Juan) 

PALMIERI, JULIO, Santurce 
PALOU, PEDRO J., Humacao 
PANIAGUA, MANUEL E„ San Juan 
Paravisini, F., Jayuya 
Pardo, Miguel A., Santurce 
PARES DAVILA, MARIA A., Santurce 
Parodi, Francisco, Ponce 
Parrilla, Eduardo, Arecibo 
PASSALACQUA, JOSE R., Santurce 
PAS3ALACQUA, LUIiS A., Santurce 
Pastor, César A., Ponce 
Patiño, Bolívar, Bayamón 
PAVIA FERNANDEZ, MANUEL, 

(Santurce) 

Peguero Medina, Julio A., Santa Isabel 
PELEGRINA SARIEGO, IVAN, 

(Santurce) 

Pellerano, Arturo, Yabucoa 
Pendleton, Adeline, Humacao 
PEÑA JOSE A., Cayey 
Peralta, Luis E., Guánica 
PEREA, AUGUSTO, Mayagüez 
PEREA, LUIS R., Mayagüez 
PEREA, NELSON, Mayagüez 
Pérez, Consuelo, Luquillo 
PEREZ, EDUARDO R., Arroyo 
Pérez, Hilton, U.A. 

Pérez Arzola, Miguel, iSanturce 
PEREZ GONZALEZ, SANTIAGO, 

(Barceloneta) 

PEREZ GUARDIOLA, LYDIA, 

(Santurce) 

PEREZ LARA, RAFAEL, Georgia 

(A.F.) 

PEREZ MARCHAND, DOLORES, 

(Ponce) 

Pérez Montalvo, J., Arecibo 
Pérez Matos, J. A. Utuado 
PEREZ RIBIE, RAMBERTO, Ponce 
Pérez Roig, Manuel, U.A. 

PEREZ SANTIAGO, ENRIQUE, 

(San Juan) 

PEREZ TOLEDO, A., Santurce 
Pérez Roig, Manuel, Ponce 
PICO, GUILLERMO, Santurce 
PICO, JOSE, Santurce 


Picó, José F., Bayamón 
Pietri, Agustín, E.U. 

Piñero, B., Aguadilla 
PIÑERO, DOLORES M., Santurce 
Piñeyro, J. Ramón, Carolina 
Piñeiro, Ramón, Fajardo 
Piñero Fernández, R., Río Piedras 
Piñot Nin, Ramón A., Santurce 
Pintado, Isidoro, Moca 
Piovanetti, Simón, Hato Rey 
PLA, JOSE S., Santurce 
Polanco, Gerardo, Bayamón 
Polanco González, José, Caguas 
Polanco Rivera, José E., Caguas 
PONS, JR„ EDUARDO R„ Santurce 
PONS, JUAN A., Santurce 
PORRATA, FRANCISCO C., Ponce 
PORRATA, JOSE LUIS, Hato Rey 
PORRATA DORIA, R., Santurce 
Pórtela, Angel, A.F. 

Pórtela, Ismael, Arecibo 
Pou, Angel E., Arroyo 
POU, JAIME F„ Hato Rey 
PRADO, JOSE del, Ponce 
PRIETO, EZEQUIEL, Caguas 
Pronko, Robert, Humacao 
Pujadas, Juan S., Bayamón 
PUJADAS DIAZ, MANUEL, Santurce 
■ Q — 

QUEVEDO BAEZ, MANUEL, Santurce 
Quetglas, Miguel, Hato Rey 
QUILICHINI, CARLOS A„ Ponce 
Quinquilla, Rafael A., Hormigueros 
Quintana, Manuel A., Luquillo 
QUINTERO, ERNESTO, Santurce 
QUIÑONES, EDGARDO, San Germán 
QUIÑONES, JESUS M„ Santurce 
QUIÑONES, NORBERTO A., Santurce 
Quiñones, Víctor M„ Santurce 
QUIÑONES ACOSTA, F., Santurce 
QUIÑONES JIMENEZ, FRANK, 

('Santurce) 

QUIÑONES JIMENEZ, NICOLAS, 

(Santurce) 

QUIÑONES JIMENEZ, JR., N., 

(Santurce) 

— R — 

RABELL, GUALBERTO, Santurce 
RAFFUCCI, F. L„ Santurce 
Ramírez, Dixon, Cabo Rojo 
RAMIREZ, ELI A., Hato Rey 
RAMIREZ, KENNETH, Aguadilla 
RAMIREZ, RAMON E., Mayagüez 
Ramírez, Ricardo, Fajardo 
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RAMIREZ, URBANO, Corozal 
Ramírez, Víctor, Cayey 
Ramírez de Arellano, G., San Juan 
RAMIREZ DE ARELLANO, MAX, 

(Santurce) 

Ramírez Cuerda, T., Mayagüez 
RAMIREZ KOHL, EMILIO, Roosevelt 

(Hato Rey) 

RAMIREZ LEDBSMA, JAFETH, 

(Mayagüez) 

RAMIREZ MARINI ARQUELIO, 

(San Germán) 

Ramírez Santisteban, G., San Juan 
RAMIREZ SANTOS, R-, Río Piedras 
Ramírez Silva, Amador, Santurce 
RAMIREZ WEISER, R-, Bayamón 
Ramos, Raoul L., Missouri 
RAMOS CASELLAS, P., Santurce 
RAMOS ELVIRA, E., Cayey 
Ramos Gómez, Jacobo, Bayamón 
RAMOS GONZALEZ, LUIS, Navy 
rAMC'-i ISERN, FRANCISCO, Caguas 
RAMOS LEBRON, JOSE, Fajardo 
RAMOS MIMOSO, JOSE R., Bayamón 
RAMOS OLLER, A., Santurce 
Ramos Yordán, F., Aibonito 
Ramos Yordán, Juan H., Ciales 
Ramos Yordán, Luis E., Hato Rey 
Raymond, Félix A., Loíza 
Reads, Francisco, Las Marías 
Read Medina, Pedro Julio, Lajas 
Rechany, J. E., Santurce 
REICHARD, WILLIAM, Santurce 
REMUS, LUIS E., Morovis 
RENGEL, RICARDO E., A.F. 

Reyes, Antonio R., Hato Rey 
REYES, FELIX M., San Juan 
Reyes, José Manuel, Las Piedras 
Reyes, Juan J. Félix, Bayamón 
Reyes Matos, Félix, Fajardo 
REINHARDT, ALICE V., Río Piedras 
RICE-WRAY, EDRIQi Río Piedras 
Richards, Lawrence, Arroyo 
RIGAL RIERA, RENE, Ponce 
Riera López, Salvador, Santurce 
RIFKINSON, N., San Juan 
RIGAU, GABRIEL, Río Piedras 
RIGAU MARQUES, JOSE M., 

(Santurce) 

RINCON, VICTOR, Humacao 
RIO, JUAN DEL, Bayamón 
Ríos, Manuel J., Aguadilla 
Ríos, Ramón A., Santurce 
RIOS PAGAN, J.A., Quebradillas 


Rivas Marín, H. M., Santurce 
Rivera, Dennis, Salinas 
Rivera, Eva, Caguas 
Rivera, Gerant, Río Piedras 
RIVERA, GILBERTO, Río Piedras 
RIVERA, JULIO V., Río Piedras 
RIVERA, KATHERINE, Río Piedras 
Rivera, José H., San Juan 
RIVERA, RAFAEL, Caguas 
RIVERA, RAUL R., Santurce 
RIVERA, VICTOR M., ®anturce 
Rivera Aromí, V., Ponce 
RIVERA ASENCIO, VICTOR M„ Río 

(Piedras 

RIVERA AULET, R., Arecibo 
Rivera Ayala, G. A., Santurce 
RIVERA BIASCOECHEA, Z. A., 

(Arecibo) 

RIVERA BRUNO, HECTOR J., A.F. 
Rivera Cestero, Francisco, Caguas 
RIVERA CINTRON, FRANCISCO, 

(San Juan) 

Rivera Díaz, Jorge, Ponce 
RIVERA LUGO, CARLOS, Santurce 
RIVERA LUGO, ILDEFONSO, 

(Río Piedras) 

Rivera Muñiz, Víctor M., Bayamón 
Rivera Olivieri, Félix M., Arecibo 
Rivera Otero, Antonio, Bayamón 
RIVERA OTERO, J. M., Santurce 
Rivera Pratts, J. E., San Sebastián 
RIVERA PORRATA, P. A„ Santurce 
Rivera Rodríguez, Freya, Vega Baja 
Rivera Rodríguez, Rodolfo, Arecibo 
RIVERA ROMERO, ENRIQUE, Juncos 
Rivera Torres, Pedro, Caguas 
RIVERA TRUJILLO, ANTONIO, 

(San Juan) 

ROBERT, JO0E L., Santurce 
ROBERT DE RAMIREZ, MARIA I., 

(Santurce) 

ROBERT DE ROMEU, MARTA, 

(Santurce) 

Robles Castro, Eli, Fajardo 
ROCA, JULIO C., Yauco 
RODRIGUEZ, ARMENIA, Puerto 

(Nuevo 

RODRIGUEZ, CALIXTO, Ponce 
RODRIGUEZ, EDITH Z., Santurce 
RODRIGUEZ, ELVIRA, Ponce 
Rodríguez, Gilberto L., Ponce 
RODRIGUEZ, HECTOR F., Ponce 
RODRIGUEZ, JUAN C., Bayamón 
RODRIGUEZ. REMY, Ponce 
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Rodríguez, Roberto C., Santurce 
Rodríguez, Waldo J., Santurce 
RODRIGUEZ BUXO, R., Manatí 
RODRIGUEZ CABRERA, M. J„ 

(San Lorenzo) 

RODRIGUEZ DELGADO, HILTON, 

(Pittsburgh) 

RODRIGUEZ EMA, M., Santurce 
RODRIGUEZ FORTEZA, FELIX, 

(Hato Rey) 

RODRIGUEZ GARCIA, A., Brooklyn 
RODRIGUEZ LUCCA, BENIGNO, 

(Santurce) 

Rodríguez Merced, R., Bayamón 
RODRIGUEZ MOLINA, R., Santurce 
Rodríguez Negrón, Luis A., Dorado 
RODRIGUEZ OLMO, J., Arecibo 
Rodríguez Pardo, L. Cataño 
RODRIGUEZ OLLEROS, A. Hato Rey 
RODRIGUEZ PASTOR, J., Santurce 
RODRIGUEZ PEREZ, DAVID, 

(Río Piedras) 
RODRIGUEZ PEREZ, E., Río Piedras 
RODRIGUEZ PEREZ, M„ Kansas 
RODRIGUEZ QUIÑONES, J. M. 

(Arecibo) 

RODRIGUEZ ROSADO, SAMUEL, 

(U.A.) 

Rodríguez Vélez, J. R., Aguadilla 
Rogar Hernández, Carlos, Isabela 
Román, Ana J., Fajardo 
ROMERO, CARMEN ALICIA, 

(San Juan) 

Romero, Plinio, Mayagüez 
Remero Graziani, Angel M., U.A. 
ROJAS DAPORTA, D., Vega Baja 
ROJAS, ELI S., Puerta de Tierra 
ROLENSON, JULIO R., Santurce 
Rojas Davis, Eli, Río Piedras 
Román. Rufino D., Río Piedras 
ROMAN BENITEZ, MANUEL, 

(Río Grande) 
Román Silva, J., Fajardo 
ROMERO, CALIXTO, 'Santurce 
ROMEU ORTIZ, E., Santurce 
Rosa Pérez, César E., Río Piedras 
Rosa Silva, Heber, Río Piedras 
ROSARIO, LUIS, Yauco 
ROSARIO SANTOS, A.R., Río Piedras 
ROSELLO, JUAN A., Santurce 
Rosso de Llompart, Elsie, Santurce 
ROURE, JOSE A., Río Piedras 
ROVIRA PALES, CARLOS, Bayamón 
ROVIRA PALES; JOAQUIN, Guayama 


Royere, Miguel E., Río Piedras 
ROYO, RENATO M, San Juan 
Lozo, Alfonso, Santurce 
RUBIO, LUIS A., Santurce 
Ruiz, Ismael, San Juan 
Ruiz Sosa, Oscar, Santurce 
Rui lan, Carlos D., E.U. 

RULLAN, ANTONIO, Santurce 
RULLAN, PEDRO J., Santurce 
RULLAN FERRER, J. A., Santurce 
Ruiz, A., Río Piedras 
RUIZ CESTERO, G„ San Juan 
RUIZ NAZARIO, R., Canturce 
RUIZ DE PORRAS, F., Juncos 
— S — 

Saavedra, Armando, Río Piedras 
Saavedra, José H., Guayama 
SABATELLE, PETER E„ San Juan 
SABATER, JUAN, Santurce 
Sabater ele Valdés, Amelia, Río Piedras 
Sais, Carlos J., Río Piedras 
SALA, LUIS F., Fonce 
»1 ALAZAR, ANDRES A., Santurce 
SALIVIA, LUIS A , R o Piedra? 
SAMPAYO, HECTOR M„ San Juan 
Sanabria, Arturo, Cíales 
SANABRIA, NICOLAS, San Germán 
Sanabria, John F., A.F. 

Sánchez, Ezequías, Arecibo 
SANCHEZ, HILARION, Santurce 
'Sánchez, José, Aibonito 
Sánchez, José M., Guayama 
SANCHEZ, LUIS A., Santurce 
Sánchez, Luis P., Cayey 
SANCHEZ, MAX D., Juana Díaz 
SANCHEZ CASTAÑO, F., Vega Baja 
SANCHEZ FERRERI, J., Santurce 
Sánchez Meana, Luis, Trujillo Alto 
Sánchez Quintana, Juan, Luquillo 
Sánchez Santiago, J., Santurce 
SANJURJO, LUIS A., Santurce 
Sanjurjo, Roque, Río Piedras 
SANTIAGO, DWIGHT, San Juan 
Santiago Ortiz, Pedro, Barranquitas 
SANTIAGO SANTOS, MANUEL, 

(Caguas) 

Santos, Eduardo, Bayamón 
Santos, Juan, J., E.U. 

'SANTOS, JULIO A., Arecibo 
SANTOS, LEANDRO, Ponce 
SANTOS TIO, LUIS F„ Mayagüez 
Sariego, G. F., Patillas 
SARRAGA, JOSE, Santurce 
SCARANO, CATALINA, Ponce 
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SCARANO, JENARO, Ponce 
Schaller, María K., San Juan 
0CHRODER, ENRIQUE A., San Juan 
Schwarz, Gustavo E., Caparra Heights 
SEGARRA DE LOPEZ, CARMEN, 

(Río Piedras) 

Segarra, César, U.A. 

SEGARRA, ELIAS C., Santurce 
SEIN, JOSE A., Hato Rey 
SEÑERIZ, R. H., Hato Rey 
0EPULVEDA, CELESTINO E., 

(Arecibo) 

Serra, R., Cataño 
SERRA, ROBERTO, Arecibo 
SERRA CHAVARRY, J., San Juan 
SERRA COLON, AMERICO, Ponce 
Serrano, Patria E., Fajardo 
Serrano Solís, Rosa, San Juan 
Sheppard, Jack, Santurce 
SHEPLAN, LEON, Caparra Heights 
Sierra, Radamés, Hato Rey 
0IFONTES, JOSE E., Hato Rey 
SIFRE, RAMON J„ Santurce 
SIFRE AMADEO, R. A., Santurce 
SILVA, EURIPIDES, Santurce 
Silva, José R., Fajardo 
Silva Monje, Luis D., Fajardo 
Simmons, Julio E., Aguadilla 
SIMONET, JACOBO, Santurce 
SILVA, EDGARDO R., Río Piedras 
(SILVA NAVARRO, A., Quebradillas 
SKERRETT, VICTOR, Santurce 
Smith, John A., Humacao 
SMITH, VICTORIA L., Puerto Nuevo 
SNYDER, LAWRENCE J., Santurce 
Sobrino, José, Arecibo 
Solé Messana, J., Río Piedras 
Soler, José Eduardo, Ponce 
Soler Zapata, A. H., Isabela 
Solivan, E., Orocovis 
Somohano, Angel, Arecibo 
©otomayor, Zoilo R., Santurce 
Soto Pagán, Jesús E., Bayamón 
SOTO RAMOS, JOSE, Río Piedras 
Soto Respeto, Pedro, Corozal 
SOTO RIVERA, MANUEL, Hato Rey 
Stephan Bujater, A., Loíza 
Stoddard, W., Orocovis 
STORES, ROY J., Ponce 
Storms, Harold, Santurce 
SUAU, PEDRO A., ¡Santurce 
SUAREZ, JENARO, Santurce 
SUAREZ, RAMON M., Santurce 
SUAREZ, JR., RAMON M., Santurce 


Octubre, 1955 

SUAREZ ALVAREZ, JOSE F., 

(Santurce) 

Suárez Amadeo, José R., Santurce 
SUGRAÑB3', JOSE G., Chicago 
SUSONI, ANTONIO H., Arecibo 

— T — 

TALAVERA, DAMASO, Coamo 
TAVERAS, JOSE EDMUNDO, Santurce 
TAYLOR, JOHN W., Mayagüez 
Tejada, Cornelio, Maricao 
Tejada Guzmán, Jorge, Lajas 
TIMOTHEE, CARLOS E., San Juan 
TIMOTHEE, RAFAEL, San Juan 
Timothée, Miguel A., Bayamón 
Thomasa Sánchez, José M., Caguas 
Tizol García, José, Santurce 
TOMASINI, MARIO J., (Santurce 
Tomé Díaz, José, Santurce 
Toro, Jaime, Hormigueros 
Toro, José M., Ponce 
TORO, RUSSELL A. del, A.F. 

TORO DUNCAN, LUIS del, 

(Río Piedras) 

TORO NAZARIO, RAFAEL A., E.U. 
Torre, M. Luis, Cíales 
Torres, Israel, Vega Baja 
TORRES, ZAHIDEE M., Brooklyn 
TORRES AGUIAR, LUIS, 

(Puerto Nuevo) 

Torres Carmona, V., Santurce 
TORRES CINTRON, JOSE R., 

(Río Piedras) 

TORRES DE JESUS, HECTOR R. 

(Río Piedras) 

Torres Fernández, P., Cataño 
TORRES GOMEZ, J. M., Santurce 
TORRES MACHIN, ARTURO, A.F. 
Torres Mendoza, Isabel, Bayamón 
TORRES OLIVER, LUIS J., 

(San Germán) 

Torres Rivera, Víctor M., Naranjito 
TORRUELLAS, SEVERO, Caguas 
TRELLES, BLANCA H„ Santurce 
Trilla, Emilio, Carolina 
TRILLA, FEDERICO, Carolina 
Trilla, Francisco, A.F. 

TROCHE DE MEJIA, CARMEN, 

(Humacao) 

Troyano de los Ríos, R., Río Piedras 
TULLA, MIGUEL A., Ponce 
Tur Rodríguez, Luis A., Santurce 
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— U — 

Ubiñas, Roberto N., 'Sabana Grande 
UMPIERRE, RAMON C., 

(Caparra Terraee) 

— V — 

Valderrábano, José Luis, Bayamón 
Valdés, Manuel L., Bronx, N.Y. 

Valdés, Ramón M., Dorado 
Valdés Menéndez, Leoncio, Río Piedras 
VALDIVIESO, JORGE R„ Arecibo 
VALIENTE, MIGUEL A., Hato Rey 
VALLECILLO, ARSENIO, Santurce 
VALLECILLO, FERNANDO, 

(Río Piedras) 

VALLECILLO, LUIS A., Santurce 
VALLES, HECTOR M., A.F. 

Vallés Salgado, V.E., Aguadilla 
Valle, Justino del, Arecibo 
Valle, Zhurra del, Arecibo 
Varela Canosa, Ruperto, Aguada 
Vargas, Abelardo, Carolina 
VARGAS, DHARMA L„ Río Piedras 
VARGAS, PEDRO, Hato Rey 
Vargas Cordero, José J., Santurce 
Vargas Huertas, N., Hato Rey 
Vázquez, Joseph Gilberto, Rincón 
VAZQUEZ, JOSE H., Caguas 
VAZQUEZ, RAFAEL S., Manatí 
Vázquez Casanova, J., Bayamón 
VAZQUEZ MILAN, HIRAM, Santurce 
Vázquez 'San Martín, J., Cayey 
VAZQUEZ PASTRANA, RAMON V., 
(Río Piedras) 
VAZQUEZ VELEZ, JOSE A., Delaware 
Vega Laracuente, R., Utuado 
Vega foto, José Rafael, Arecibo 
VELAZQUEZ, RAFAEL, Bayamón 
Vélez, Francisco M., Humacao 
Vergne Castelo, Ramón, Arecibo 
VEVE, FRANK J„ Fajardo 


VEVE, JUAN, Fajardo 
VEVE, JUAN E., Fajardo 
VEVE, MIGUEL, Yabucoa 
Vicens, Carlos M., Río Piedras 
Vicenty, Wassilly, Arecibo 
Vidal Feliz, Jaime M., Vieques 
VIGOREAUX, JOSE R., Bayamón 
VILA, JOSE LUIS, Caguas 
Vilar, Ismael, Humacao 
VILAR, RAFAEL A., Santurce 
Vilaró, Juan R., Aguadilla 
Vilella, Juan José, Arecibo 
VILLAFAÑE, JOSEFINA, Santurce 
Villamil, José A., Utuado 
Villamil, José Luis, Santurce 
Villeneuve, José A., Cayey 
VINCENTY, NESTOR I., Río Piedras 
Visot Fernández, Luis R., Ponce 
VIZCARRONDO, RAUL C., Santurce 
— W — 

WOMBLE, CAREY C., Ponce 
WURDEMANN, ALMA L., Santurce 
Wys Souffront, William, Villalba 
— Y — 

Yapor Elias, Alfredo, Camuy 
YORDAN, EDGARDO, Ponce 
■YORDAN, LUIS A., Ponce 
Young, K. M., Santurce 
YUMET, RAUL, Humacao 
YUMET, ANGEL M., A.F. 

— Z — 

ZAMORA, PEDRO J., Aguadilla 
Zamora, Rafael L., Aguadilla 
Zamora Pamies, Francisco, Aguadilla 
ZAPATA, MIGUEL, Arecibo 
ZARATT, JACINTO, Santurce 
Zavaleta Quintana, Teodoro, Arecibo 
Zayas Cintrón, José R., Coamo 
ZENI, CELSO V., Santurce 
Zerbi, Alfonso, Arecibo 
Zuazaga, Guillermo, Dorado 










One milk they tolérate 
from the very first feeding 

Pet Evaporated Milk is always soft curd milk ... a milk that 
is so easy for babies to digest that it resembles human milk 
in this important quality ... a milk that babies tolérate 
and thrive on from the start. Pet Milk is one milk 
you can always depend on for ready digestibility, 
complete safety, and all the body-building 
nourishment of milk . . . And it costs so little— 
less than any other form of milk, far less than 
special infant feeding preparations. 

Favo red Form of Milk 
For Infant Formula 



PET MILK COMPAN Y, ARCADE BUILDING, ST. LOUIS 1, MO, 


Distribuidores: B. FERNANDEZ & HNOS., INC. 
San Juan, Puerto Rico 


















VH lecit 



Chloral Hydrate in Suppository Form 



The NEOCERA Base 
A special blend of water-soluble 
waxes requiring no refrigeration. 
Advantages 

Non-barbiturate, non-cumulative 
and no gastric disturbances. Ac- 
curate and pre-measured dosage 
without any rectal discomfort or 
irritation. No leak-back after in- 
sertion. Rapid solubility assures 
prompt sedation. 

Supplied 

Aquachloral Supprettes, 5 grains 
(green), 10 grains (blue), 15 grains 
(yellow) in jars of 12. 


Professional ¡Samples Upon Request 


MEMPHIS 3, TENNESSEE 


10 









UNA MANERA SENCILLA DE ESTIMULAR LA 

m 






Todos los alimentos 
BEECH-NUT para bebés 
han sido aceptados por el 
Consejo de Alimentos y 
Nutrición de la Asociación 
Médica Americana, como 
también todas las afirma¬ 
ciones en cada anuncio de 
Alimentos BEECH-NUT 
para bebés. 


Cuando una madre preocupada le pregunte 
qué hacer para que su bebé coma más, usted 
puede ayudarle a comprender que un niño 
obtiene mayores beneficios de sus alimentos 
cuando los come con gusto. 

No se puede esperar que un niño prospere 
desde el punto de vista nutricional ni emotivo, 
cuando las horas de sus comidas están impor¬ 
tunadas por ruegos y contrariedades. 

Es beneficioso para sus pequeños pacientes el 


que BEECH-NUT incorpore al agradable sabor 
de sus alimentos un positivo valor nutritivo. 
Ahora, con más variedad que nunca entre la 
cual escoger, BEECH-NUT hace más fácil que 
las madres complazcan a los pequeños pacien¬ 
tes de usted, y mantener felices las horas de 
las comidas. 

Una amplia variedad que usted puede reco¬ 
mendar: Sopas de Carne y de Vegetales, Frutas, 
Vegetales y Postres. 


BEECH-NUT 


ALIMENTOS para MINOS 


Envasados en fraseos de erisfal 

Distribuidores Exclusivos para Puerto Rico: 

JOSE MALGOR y CIA., Tetuán 305, San Juan, Puerto Rico—Teléfono: 2-2200 












A sus pacientes 


Furacin 

marca del nitrofurazone Eaton 

Supositorios 
Vaginales 

Reducen a un mínimo 
el mal olor y la secreción 

Los Supositorios Vaginales de FURACIN 
actúan con gran eficacia y rapidez contra la 
leucorrea debida a infecciones cervicovaginales 
producidas por una gran variedad de gérmenes 
patógenos, tanto Gram-positivos como 
Gram-negativos. La secreción disminuye, el mal 
olor desaparece y la curación se acelera. Además 
de su eficacia en la leucorrea, tan corriente en 
las mujeres que han tenido hijos, el Furacin 
es sumamente valioso en los períodos 
preoperatorio y postoperatorio de cirugía 
cervicovaginal y para empleo sistemático 
durante la radio-terapia del carcinoma del 
cérvix. 

Referencias: (1) Doyle, J. C.: Urol. & Cutan. Rev. 55: 
618, 1951; (2) Weinstein, B. B., y Weinstein, D.: 
Mississippi Doctor 29: 117, 1951; (3) Schwartz, J.: 

Am. J. Obst. & Gynec. 63: 579, 1952; (4) Schwartz, J., 
y Nardiello, V.: Am. J. Obst. & Gynec. 65: 1069, 1953. 


con leucorrea 
les gustarán los 



• FACILES DE USAR • NO MANCHAN LA PIEL 

• INODOROS • SUAVIZANTES 

Formula: 

Los Supositorios Vaginales de Furacin contienen 0,2% 
de Furacin en una base hidrosoluble autoemulsificante. 
Cada supositorio está herméticamente sellado, lo cual 
evita la filtración de los mismos aún cuando haga 
mucho calor. 

Presentación: En cajas de 6 y 12 supositorios. 

También: Furacin Supositorios Uretrales, para 
tratamiento sencillo y eficaz de la uretritis femenina. 



NORWICH, NEW YORK, E.UA. 


IOS NITROFURAHOS—UNA CLASE SINGULAR DE ANTIMICROBIANOS PRODUCTOS DE LA INVESTIGACION CIENTIFICA DE EATON 


Distribuidores: CESAR CASTILLO, INC., Edificio Camaleglo 
Avenida Muñoz Rivera 70 - Hato Rey, Puerto Rico 




Mayor uniformidad en 

la alimentación infantil 


EXCELENTE PARA LOS BEBES 

Klim es preparada bajo las más estrictas 
normas de calidad . . . normas que no sólo 
gobiernan su elaboración, sino que se ex¬ 
tienden hasta el cuidado de las mismas vacas 
que producen la leche original. Y el envase 
especial de Klim conserva sus excelentes 
cualidades libre de toda contaminación. 
¡Puede usted recetar Klim sin reserval 

KLIM 

LA PREFERIDA 
EN TODO EL MUNDO 

Para informes profesionales y cablas de alimentación, diríjase a: 

BORDEN COMPANY, 350 MADISON AVENUE, NEW YORK 17, N. Y., U. S. A. 

Distribuidores para Puerto Rico: 

PLAZA PROVISION COMPANY, Fortaleza* 104, San Juan, P. R. 



Como Ud. sabe, la dieta del bebé no debe 
variar de día en día. 

Cuando el bebé se cría con Klim, Ud. 
puede estar seguro de que su dieta no variará 
porque Klim es uniforme. Klim es sometida 
a frecuentes ensayos para resguardar esta 
uniformidad tan necesaria—así como su pu¬ 
reza, seguridad y alta calidad. 






























of great benefit 
in treating a variety of 
dermatologic disorders 


Piromen 


(pseudomonas polysaccharide) 


PIROMEN ¡s a valuable adjunct ¡n the 
treatment of allergic and other 
dermatoses . 1 ' 3 Clearing ¡s hastened , 2 ' 5 
recurrences lessened , 2 - 3 remissions 
prolonged . 2 It ¡s especially effective ¡n 


otitis externa 
urticaria 
hand eczema 
atopic dermatitis 
contact dermatitis 
vesicular eruptions 
angioneurotic edema 
seborrheic dermatitis 
dermatitis herpetiformis 
infectious eczematoid dermatitis 
pustular bacterid dermatitis 
early axillary hidradenitis 


PIROMEN ¡s a useful and safe 
therapeutlc agent. 1 - 2 - 5 Sterile, nonprotein 
and nonantigenic, PIROMEN avoids 
troublesome side effects . 3 '' 5 


PIROMEN, a stable, aqueous, colloidal dispersión, 
is supplied ¡n 10-cc. vials contoining 4 or 10 gamma per cc 
It may be given in a wide dosage range. 


References: (1) Howles, J. K.: J. Louisiana M. Soc. 106:54, 
1954. (2) Welsh, A. 1., and Ede, M.: Ohio M. J., in press. 
(3) Lincoln, C. S. ( Jr.: M. Times 83:178, 1955. (4) Arnold, H. 

L. , Jr.: Postgrad. Med., in press. (5) Sigel, H.: Connecticut 

M. J. 17:912, 1953. 


For information, write "Piromen" on your Rx and mail to 


R A W E N O L LABORATORIÉS, INC 

subsidiary of Baxter Laboratories, Inc., Morton Grove, Illinois 





t ----------"\ 

A LOS SEÑORES MEDICOS 


Nos complacemos en recordarles que desde hace 25 
años somos distribuidores de los productos de ELI 
LILLY, de los cuales siempre tenemos completo 
surtido en existencia. 

í 

! j. M. BLANCO, Inc. 

(Droguería Blanco) 

i 

l_ 


■ a 

ASAMBLEA ANUAL 
Diciembre 6-10, 1955 


ANOTE ESTA FECHA EN SU CALENDARIO 






















THE NEW YORK POLYCLINIC 

ESCUELA DE MEDICINA Y HOSPITAL 

Organizada en 1881 

La Primera Institución Médica de América para Postgraduados 


SURGERY ANI) ALLIKII 
SUBJECT8 

A two months full time com- 
bined surgical con r se compris- 
ing general surgery, traumatic 
surgery, abdominal surgery, gas- 
troenterology, protology, gyneco- 
logical surgery, urologicaí surgery. 
Attendance at lectures, witnessing 
operations, examination of patients 
pre-operatively ancl post operaíi- 
vely and foliow-up in the wards 
post-operatively. Patbology, radi- 
ology, physical medicine, anesthe. 
sia, Cadáver demostratons In 

surgical anatomy, tboracic sur¬ 
gery, proctology, orthopedics. 

Operativo surgery and operative 
gynecology on the cadáver; at¬ 
tendance at departmental and ge¬ 
neral conferences. 

RADIOLOGIA 

Revisión comprensible de los 
conceptos de física y altas mate¬ 
máticas necesarios, interpretación 
de placas, todos los procedimien¬ 
tos diagnósticos de uso standard, 
métodos de aplicación y dosis de 
radioterapia, r a d i u m y rayos 

X; procedimientos fluoroscópicos 
standard y especiales. Revisión de 
lesiones dermatológicas y tumores 
susceptibles de radioterapia, así 
como los métodos y cálculos de 
dosis en los tratamientos. Espe¬ 
cial enseñanza de los más nuevos 
métodos diagnósticos por medios 
de contraste (broncografía) al li- 
piodol, uterosalpingografía, visua- 
lización de las cámaras cardíacas, 
Insuflación perirrenal y pielogra- 
fía. Se incluyen instrucciones so¬ 
bre disposición y dirección de de¬ 
partamentos radiólogos. 



PARA EL PRACTICO GENERAL 

DERMATOLOGIA Y 




SIFI LOLOGIA 



Instrucción intensa en aquellas 




asignaturas que son de interés 

Curso de tres años, empezando en 



primordial para el medico dedica- 

Octubre, llenando todos los requi- 



do a práctica general, consistiendo 

sitos del Board Americano de Der- 



de clínicas, conferencias y demos- 

matología y Sifilología. 



traciones en los siguientes depar- 




tamentos: medicina, pediatría, car- 

SYMPOSIUM PARA 



diología, artritis, enfermedades 

ESPECIALISTAS 



del pecho, gastroenterología, día- 




betes, alergia, dermatología, neu- 

Un curso intenso de cinco días 



rología, cirugía menor, ginecología 

de duración. Revisión de los re- 



clínica, proctología, enfermedades 

vientes adelantos en Dermatología 



perivasculares, fracturas, urología. 

y Sifilología, consistente de con- 



otolaringología, patología, radiólo- 

fereneias y demostraciones; dis- 



gía. Ea clase deberá asistir a las 

elisión de enfermedades raras de 



conferencias generales y a las de 

la piel ilustradas con proyecciones 



los distintos departamentos. 

fijas (lantera slides). 


Para información sobre estos y otros cursos diríjase a: 

The Dean, 345 West 50th St., New York 19, N. Y. 



I 

ASOCIACION MEDICA DE PUERTO RICO 

ASAMBLEA ANUAL 


Diciembre 6-10, 1955 

























Para combatir congestión y aliviar el dolor en inflamaciones, 
hay casos en que nada sirve mejor que el calor húmedo 
continuo — aplicado como cataplasma medicada. 

El valor especial de Numotizine para estos casos está en 
el efecto combinado de la base y los medicamentos que 
contiene, ios cuales producen efectos locales y sistemáticos. 
La base hidrofílica de caolín-glicerina ayuda a inducir 
hiperemia; favorece la absorción paulatina del guayacol y 
salicilato de metilo. Una aplicación de Numotizine ejerce su 
efecto durante muchas horas. 


Indicado para bronquitis, congestión en el pecho, irritación en 
la.garganta y como auxiliar para obtener alivio sintomático 
en influenza. Puede usarse con buenos resultados con las 
sulfonamides. 


Se suministra en tarros de cristal 
de 57, 114, 228, 425 y 850 gramos. 


eCe 


*?tUC¿uttacco*ie& cíe ^ecA& 


HOBART LABORATORIES, INC. 
900 N. Franklvn St. Chicago 10, 111. 


Distribuidores para Puerto Rico 
DRUGS AND COSMETICS, INC. 



















STATEMENT REQUIRED BY THE ACT OF AUGUST 24, 1912, 
AS AMENDED BY THE ACTS OF MARCH 3, 1933, AND JUEY 
2, 1946 (Title 39, United States Code, Section 233) SHOWING THE 
OWNERSHIP, MANAGEMENT, AND CIRCULATION OF 

BOLETIN DE LA ASOCIACION MEDICA DE PUERTO RICO, published 
monthly at San Juan, Puerto Rico, for __ 19- 

1. The ñames and addresses of the publisher, editor, managing editor, 
and buriness managers are: 

Publisher: Asociación Médica de Puerto Rico - Box 9111, Santurce, P. R. 
Editor: Dr. R. Jiménez López - Box 9111, Santurce, P. R. 

Managing editor: Mr. Jesús A. Sánchez - Box 9111, Santurce, P. R. 

Business manager: Mr. Jesús A. Sánchez - Box 9111, Santurce, P. R. 

2. The owner is: (If owned by a Corporation, its ñame and address must 
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holders owning or holding 1 percent or more of total amount of stock. If not 
owned by a Corporation, the ñames and addresses of the individual owners must 
te given. If owned by a partnership or other unincorporated firm, its ñame 
and addrcss, as well as that of each individual member, must be given.) 

Ñame Addres& 


3. The known bondholders, mortgagees, and other security holders owning 
or holding 1 percent or more of total amount of bonds, mortgages, or other 
securities are: (If there are none, so state.) 

None. 

4. Paragraplis 2 and 3 inelude, in cases where the stockholder or security 
holder appears. upon the books of the company as trustee or in any other 
fiduciary relation, the ñame of the person or Corporation for whom such 
trustee is acting; also the statements in the two paragraphs show the affiant’s 
full knowledge and belief as to the circumstances and conditions under which 
slockholders and security holders who do not appear upon the books of the 
company as trustees, hold stock and securities in a capacity other than that 
cf a bona fide owner. 

5. The average number of copies of each issue of this publication sold 

or distributed, through the mails or otherwise, to paid subcribers during the 
12 montlis preceding the date shown above was: (This information is required 
from d?.ily, weekly, scmiweekly, and triweekly newspapers on’y.) _ 

(sgnd.) JESUS A. SANCHEZ 
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Fiddler, González & Nido 


(My commission expires for life) 

















PROGRAMA RADIAL 

“LOS MEDICOS INFORMAN' 

ESCUCHELO TODOS LOS DOMINGOS A 
LAS 12:00 M. 

A TRAVES DE LA WKAQ 
O LAS RADIOEMISORAS DE 
PONCE Y MAYAGUEZ 


ASOCIACION MEDICA DE PUERTO RICO 

ASAMBLEA ANUAL 

DICIEMBRE 6-10, 1955 




TRATAMIENTO 

EFICAZ 

SABOR 

SEDUCTOR 



(Eritromicina, 

Carbonato de Etilo Cristalino 

^PEDIÁTRICA 

El médico puede tener seguridad de dos 
cosas cuando receta Tloticina,’ Rx Pe¬ 
diátrica a los niños: un restablecimien¬ 
to rápido y la aceptación entusiasta de 
la medicación por parte del paciente. 

Posología: 10 mg por kg de peso cada 
seis horas. 


Cada cucharadita (5 cm 3 ) provee 100 
mg de ‘Iloticina’ como carbonato de 
etilo cristalino. 

Suministrada en frascos de 60 cm 3 . 



CALIDAD | INVESTIGACION INTEGRIDAD 




Eli Lilly Pan American Corporation 
Indianapolis 6, Indiana, E. U. A. 
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A WEALTH OF FEATURES 

every pathologist needs 

sp Pathologist’s 
spYer Microscopes j 

. EXCLUSIVE "AUTOFOCUS” STOP facilitares studyof slides 
of similar thickness in rapid succession. It also reduces slide 
breakage and prevents racking objectives into the condenser. 



• CHOICE OF LOW POWER "FINDER” OBJECTIVES helps 
in revealing tissue patterns and locating desired fields. 


• EXCLUSIVE "PINCH GRIP" BUILT-ON MECHANICAL 
STAGE enables slides to be interchanged without disturbing 
stage settings. 


• COMPLETELY NEW 10X OBJECTIVE is tapered for better 
oblique top lighting and provides a crisp, color-corrected 
image. 


. ATTACHED SUBSTAGE ILLUMINATOR, opcional equip- 
ment, furnishes convenient, permanently adjusted full-field 
illumination. 


• AMERICOTED OPTICS, if desired, reduce internal reflections 
and provide better image contrast. 


The new AO Spencer Pathologist's Microscopes inelude many 
features suggested by leading Pathologists. They permit 
rapid diagnosis, comfortable posture, convenient operation, 
reduced eye fatigue. The fine adjustment is doser to the stage 
and provides better finger clearance. Dual-knob coarse and 
substage focusing Controls are always instantly adjustable 
to the degree of tensión you desire. The stand is stur- 
dier and more massive, yet much lighter in weight. 
Every feature has been thorougkly tested and proven 
capable of longer, harder wear than ever before. 


You owe it to yourself. See your AO Distributor today and 
compare these outstanding new pathologist’s Microscopes 


American <¡p Optical 


INSTRUMENT DIVISION . BUFFALO 15, NEW YORK 


Representantes Exclusivos: 

PUERTO RICO OPTICAL COMPANY 

San Francisco #363 - San Juan, P. R. 









OtlOtiS 

mvenous 


CtA »'- 6 

amuscu\a; 


to relieve nausea and vomitmc 
oí pregnancy and ¡n adoles 
cent acné 


pyríbéxin 


iPyridoxine HCI Thiamine Chloride) 
Each 1 cc contains: 

Vitamin Bl...50 mg 

Viiamin B6.50 mg 

VIALS OF 10 cc 


IROBLEX 


for use in hypochromic and 
tritional anemias 


(Iron - Liver - B Complex) 
Each cc contains: 

Thiamine HCl (Bl) . 100. 

Riboflavin (B2) . 0.Í 

Pyridoxine HCl (B6) . 1. 

NICOTINAMIDE . 50. 

IRON CACODYLATE . 10. 

LIVER (10 U.S.P. UNITS 

PER CC) . o.; 

Phenol (As preservative) 0.5% 

VIALS OF 10 cc 


Improved 


Formula 


NION CORPORATION los angeles 38, california 

JOAQUIN BELENDEZ SOLA, INC. 

P O BOX 1 188, SAN JUAN, PUERTO RICO 












































MEAD JOHNSON & COMPANY • EVANSVILLE, INDIANA, E.U.A. 


S 


en cada aspecto ^upei-iofe^ 

complementos de la alimentación 




Mejor sabor 


Mejor estabilidad 


^ Máxima miscibilidad 


^ Mayor conveniencia 


Notable hipoalergización 


para lactantes 


.Su sabor refrescante y agradable es preservado durante el 
proceso de elaboración ... no dejan mal sabor . . bien 
aceptados. 

.El Poly-Vi-Sol y el Tri-Vi-Sol no requieren refrigeración ... 
no tienen fecha de expiración y pueden ser sometidos al 
autoclave con la fórmula alimenticia del bebé. 

.Ambas soluciones se dispersan instantáneamente en el 
biberón, jugo de frutas u otros alimentos. 

.Son límpidas, fluyen con facilidad ... se miden fácilmente 
con los cuentagotas graduados. 

.El Poly-Vi-Sol y el Tri-Vi-Sol proporcionan vitaminas 
en forma cristalizada en una solución completamente hipo- 
alergénica. 


Poly-Vi-Sol Tri -Vi-Sol 


Seis vitaminas esenciales para 
administración en gotas 


Vitaminas A, D y C para 
administración en gotas 


P. O. Box 3081 — San Juan, P. R. 
























Sal¡cy]ates and cortisone have com- 
plementary action when combined .., 


Smaller doses of each are sufficient to 
produce a therapeutic response equiv- 
alent to massive cortisone therapy. 
With smaller doses, side effects are 
absent, thus permitting SALCORT 
therapy over a prolonged period. 
THERE ARE NO WITHDRAWAL 
PROBLEMS WITH SALCORT. 

) 

Salcort provides safe, dependable re- 
lief in arthritic affections. Early func¬ 
ional improvement and a sense of well 
being are significant in a large per- 
centage of patients. 

Each tablet contains: 

Cortisone Acétate .2.5 mg. 

Sodium Salicylate .0.3 Gm. 

Aluminum Hydroxide Gel, dried.0.12 Gm. 

Calcium Ascorbate ... 60 mg. 

(equivalent to 50 mg. ascorbic acid) 

Calcium Carbonate . 60 mg. 

professional literature and sample 
available on request 

THE S. E. MASSENGILL COMPAN Y 

BRISTOL, TENNESSEE 


SALC0R1 


Distribuidores: COMERCIAL GODEL - Calle Europa 802 
Tel. 3-1061 - Santurce, P. R. 

P. O. Box 1081 - San Juan, 1\ R, 















































Well 


KNOWN and prescribed by physicians in nearly 
every civilized country, Nion B'Nutron also has patient 
acceptance with its remarkable taste appeal. 


BOTH TABLETS AND SYRUP 


NOW HAVE VITAMIN B,, AND FOLIC ACID ADDED 


An outstanding achievement is the complete stability of crystalline 
vitamin B í2 and folie acid in the B'Nutron Syrup. Nomaícoholic, 
good'tasting, this smooth'flowing syrup has ohvious advantages in 
pediatrics and geriatrics. 

For other age groups the easy'to'swallow size, sugar-coated B'Nut' 
ron tablets provide essentially the same formulation. 


B-NUTRON FORMULA 


ammmmmsmmmmm 


Each teaspoonful (5cc.) contains 2 m g. thiamin h. el. ( Bi ), O.? mg. 
riboflavin (B¡), 10 mg. niacinamide, 0.2 mg. py ridoxine (B«), 0.2 
mg. ca. pantothenate, 2 memg. vitamin B,¿. 0.02 mg. folie acid, 1 
grain ferrous gluconate, and '/4 grain manganese soclium cúrate. 


Nion Corporation 

LOS ANGELES 38 • CALIFORNIA 



Representantes para Puerto Rico 

JOAQUIN BELENDEZ SOLA 

Apartado 1188, San Juan, P. R. 









































The primary concern of the 
dermatologist is embodied in the 
dictum, “Primum Non Nocere,” 
meaning “ First do no harm .” 1,2 

A major attribute of Desitin 
Ointment is its non-sensitizing, 
non-irritant, non-toxic 4 ' 6 quality 
even when applied over extensive, 
raw skin areas. To soothe, protect, 
lubrícate, and accelerate healing 
... without causing “therapeutic” 
or “overtreatment” dermatitis 
... rely on 





OINTMENT 

rich in cod Siver oil 


in diaper rash • WOUnds (especially slow healing) 
UlcerS (decubitus, vaneóse, diabetic) • blirns 


dermatoses • rectal irritation 



Tubes of 1 oz., 2 oz., 4 oz., and 1 Ib. jars. 


May we send SampleS and literature? 

DESITIN CHEMICAL COMPANY • 70 Ship Street, Providence 2, R.l. 


1. Overall, J. C.: Southern M. J. 47:789, 1954.2. Editorial: New England J. M. 246:111, 1952. 

3. Grayzel, H. G., Heimer, C. B., and Grayzel R. W.: New York St. J. M. 53:2233,1953. m 

4. Heimer, C. B., Grayzel, H. G., and Kramer, B.: Archives of Pediatrics 68:382, 1951. w 

5. Behrman, H. T., Combes, F. C., Bobroff, A., and Leviticus, R.: Ind. Med. & Surg. 18:512, 1949. 

6. Turell, R.: New York St. J. NI. 50:2282, 1950. 


Distribuidores: COMERCIAL GODEL - Calle Europa 802 
Tel. 3-1061 - Santurce, P. R. 

P. O. Box 1081 - San Juan, P. R. 
















C I B A 

SUMMIT, N. J. 

i/ 2103M 


potent anti-diarrhea agent 
now available in the U.S.A. 

Entero-Vioform, a powerful agent for use in 
simple infectious diarrhea and amebic dysen- 
tery, is now available for the first time in the 
United States. This well-tolerated, virtually 
nontoxic anti-diarrhea agent is especially 
useful for travelers, who are particularly 
vulnerable to diarrhea. 

Entero-Vioform is available in tahlets (also 
known as Vioform® tahlets), each contain- 
ing 250 mg. iodochlorhydroxyquin U.S.P. 

VIOFORM°(iodochlorhydroxyquin U.S.P. CIRA) 


MEDICAL HORIZONS 




Sponsored by CIBA 


OO 

C~3 


■=« 




Marca Registrada 

POLVOS PARA 
DUCHAS VAGINALES 


moderna terapéutica 

en VAGINITIS 


50% de las mujeres enfermas sufren de derrames 
vaginales, y su pH es el índice. 

Siendo la acidez el factor terapéutico más importante 
en Vaginitis, DOMOGYN, con un óptimo pH de 4.2, 
controla rápida y efectivamente esa condición, resta¬ 
blece óptima acidez y normaliza la flora vaginal. 



Una cucharadita de DOMOGYN en polvo o el con¬ 
tenido de un sobre de DOMOGYN, en dos litros de 
agua caliente, forman una suave ducha terapéutica. 


De vento en todos los formados 



DOME CHEMICALS INC. 

109 W. 64th St., NEW YORK 23, N. Y. 


Distribuidores: LUIS GARRATON, INC. 

Fortaleza 352 - Tel. 3-1593 - Apartado 2984 - San Juan, P. R. 






















A/ot 9*10-41 Alone 


but many other nutritional factors are usually 

involved in SECONDARY ANEMIAS 

FERBETEX 

£ TRAND 

supplies a well-rounded, well balanced therapeutic 
combination of essentials. 

Each tablet provides: 

FERROUS GLUCONATE 
LIVER CONCENTRATE 
B-COMPLEX VITAMINS 


Thiamin _ 2 mg. 

Riboflavin _ 2 mg. 

Ca. Pantothenate _ 1 mg. 

Pyridoxine _ 0.5 mg. 

Niacinamide _10 mg. 

FOLIC ACID _ 0.5 mg. 

ASCORBIC ACID _20 mg. 

and 

VITAMlN B-12 _3 micrograms 


An Efficient hematopoietic, FERBETEX is remarkably well toler- 
ated, with optimal nutrient utilization, and least gastrointestinal 
upsets. 


3 grains 
3 grains 


Bottles of 50 and 100 capsules shaped tablets. 
Physicians’ Samples and Literature upon request. 


Exclusive Distributors: 
JOAQUIN BELENDEZ-SOLA, INC. 

P. O. Box 1188 Tel. 3-5010 


San Juan, Puerto Rico 















y, ahora, primera 

... en lanzar una forma intramuscular 
antibiótica nueva y superior í 


Primera 

... en introducir un 
nuevo y superior antibiótico: 


Primera 

... en el campo de la 
investigación antibiótica 


CLORHIDRATO DE 

ACROMICIN A 


/ lf 

HCI DE TETRACICLINA CRISTALINA 

INTRAMUSCULAR 




Envases: (rasco de 100 mg 
(a diluirse con agua, para inyección, 
agregando 2cm J a cada frasco de 100 mrr. 
Las taluciones se mantienen a la 
temperatura ambiente durante 24 horas). 



Las primicias en materia de investigación antibiótica provienen de: 


LEDERLE LABORATORIES, CO. 
1470 Fernández Juncos Ave. 
Santurce, P. R. 









Para el Tratamiento de las ANEMIAS 



armatinic 

activado capsúlelas 

Cada capsuleta de ARMATINIC ACTIVADO 


contiene: 

Sulfato Ferroso Desecado.. 200 mg. 

*Crystamín... 10 mcg. 

Acido Fólico. 1 mg. 

Acido Ascórbico (Vitamina C). 50 mg. 

f Hígado Fracción II, N. F. 

con Duodeno Desecado. . ... 350 mg. 


*La Vitamina B 12 Cristalina de los Laboratorios Armour 
|EI hígado se digiere parcialmente con una cantidad 
igual de duodeno durante el proceso de manufactura. 



PRESENTACION: Frascos de 50 y 100. 


Vitamina B 12 con "activador" más concentraciones efectivas de todos los demás 
principios hemopoyéticos para asegurar una rápido y completa respuesta hemo* 
poyética. 



PRESENTACIÓN: Frascos de 4 y 8 oz. 


armatinic 

el nuevo LIQUIDO hematínico 

Cada onza fluida de ARMATINIC LIQUIDO 
contiene: 


Fracción Hepática I (Clarificad-a).... 1.25 gm. 
Citratos de Hierro y Amonio F.E.U.. . 1.30 gm. 

Acido Fólico. 2.0 mg. 

*Crystamín.;. 20.0 mcg. 


*La Vitamina B 12 Cristalina de los Laboratorios Armour 


Paru una efectiva y rápida respuesta clínica y un sabor refrescante. El Armatinic 
Líquido suministra Vitamina B 12 Cristalina con hígado clarificado y otros importantes 
principios hemopoyéticos en una forma líquida, fácil de tomar, con un sabor agradable. 



THE ARMOUR LAR0RATORIES CHICAS0 11. ILLINOIS, t. U. A. 

¿hqaa/za¿pcme<) alé fáejD«¿acpán. 7?¿usnc¿ca/ 


TERAPEUTICA FISIOLOGICA MEDIANTE LA INVESTIGACION BIOQUIMICA 


This adtertisement appeanr in the November, 1952 issue of the following publicatione : 
America C Unica El Farmacéutico Sinopsis Medica Internacional 


Distribuidor: LUIS GARRATON, INC. 

Fortaleza 352 - Tel. 3-1593 - Apartado 2984 - San Juan, P. R. 















GALLOGEN 

(diethanolamine salt of the mono-d-camphor¡c ester of 
p-tolymethyl-carbinol) 


A true choleretic 



. . . acts directly on the hepatic cells 
. . . stimulates the flow of whole bile 
. . . a laxative with a natural action 
. . . a long record of clinical safety 
. . . better visualizaron in cholecystography 



Indications: 

Functional disturbances of the liver 
Diseases of the biliary tract 
Cholecystitis and cholelithiasis 
Postcholecystectomy syndrome 
Reversible diseases of the liver parenchyma 
Prior to cholecystography 


Average dose: 

One 75 mg. tablet t.i.d. until the desired 
increase in bile secretion is attained. 
Maintenance dosage, 1 or 2 tablets daily. 


Sene! for Uteraiure and clinical supply 

The S. E. Massengill Company 

Bristol, Tennessee 

New York Kansas City San Francisco 

Distribuidores: COMERCIAL GODEL - Calle Europa 802 
Tel. 3-1061 - Santurce, P. R. 

P. O. Box 1081 - San Juan, P. R. 






PHARMACEUTICAL CO., INC. 


Each cc. of COBADEN contains: 

Adenosine-5-Monophosphoric acid ........ 25 mg. 

Cyanocobalamin...60 mcg. 

Benzyl Alcohol.. .1.5% 

Injection water q.s. 


In an extensive clinical investigation 
conducted by fivc well qualificd physi- 
cians, treatment with Cobaden, a 
unique combination of adenosine-5- 
monophosphate and cyanocobalamin, 
. . was successful in terms of pain- 
relicf, restored mobility and diminished 
swelling and tendcrness in 66 of 70 
patients ... with osteoarthritis, polyar- 
ticular pain, polyarthritis, tendinitis 
(bursitis), musculofasciitis, tenosynovitis, 
pcripheral neuritis (sciatica) and dia- 
betic neuropathy.” 1 
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ORAL. SUSPENSION 





mb anabiosis intestinal a a mentada 


INDICACIONES: Infecciones entéricas de '<r‘ 
tipo diarreico 

Infecciones mixtas en cirugía intestinal 
Tuberculosis anorrectal 
Fístula anal 

PREOPERATORIAMENTE 
Cirugía colónica y rectal 

POSTOPERATORIAMENTE 
Extirpación de quistes pilonidales 

DOSIFICACION: En casos de diarrea o en la 
enteritis disentérica, 2 a 4 cápsulas cada 
seis horas. En el preoperatorio de la ciru¬ 
gía intestinal, 2 a 4 cápsulas cada seis 
horas, durante los tres o cuatro días que 
preceden a la operación. Esta asociación 
antibiótica es particularmente útil en el 
postoperatorio, conjuntamente con la 
administración oral de líquidos. En los 
• pacientes postoperatorios con infecciones 
• causadas por patógenos comunes, este 
tratamiento debe continuarse durante 
cinco o seis días. Cuando se emplea en 
casos de fístula anal tuberculosa, el 
Chlorostrep debe ser administrado en 
dosis más elevadas o durante más tiempo. 

PRESENTACION: En cápsulas. Cada cápsula 
contiene 125 mg. de Chloromycetin y 
125 mg. de dihidroestreptomicina. Fras¬ 
cos de 12. 


LOItOSTTK? 

















córticoesteroide + antibiótico 



tratamiento combinado 
para las enfermedades de la piel 


íljg 


florinefe 


CON 


GRANEODIN 


AtUA'O DE FlUORMiOROCORT'SONA SQUIBB CON NCOM'Cina v coau'C'OiNA SQUIBS 


Ungüento • Loción 


la acción anti-inflamatoria y 
antiprurítica* de florinefe— 
mucho más potente que la de 
la hidrocortisona tópica. 


la acción antibacteriana* de 
graneodin— eficaz contra mu¬ 
chos gérmenes gram-positivos 
y gram-negativos 


+ 


4 . . a menudo se presenta, infección secundaria y pústulas cau¬ 

sadas por rascadura debida al prurito intenso 

Suministración: florinefe con graneodin: loción al 0,1 %, en 
frascos plásticos comprimibles de 15 c.c. Ungüento al 0,1 'A, en 
tubos de 5 Gm. 

*W. L Nt-lcoa. Ti-xtbook of Pediatncs, *d 5, Ph'ladelphia, W. Q. Saundcrs Co. 1050, p. 1516. 
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a NEW preparation 

for control of MOTION 

SICKNESS 


SHARP 

DOHME 



land ... 



Delkadon is ideal for the prophylaxis and 
treatmcnt of motion sicknesses and in the 
therapy of colitis, spastic constipation and 
otlier conditions involving spasms of the in- 
voluntary muscles. Also indicated for relief oí 
duodenal, ureteral and urinary bladder 
spasms, and as an adjunct in the dietary man- 
agement of peptic and duodenal ulcers and 
pyloro-apasw. 


Delkadon relieves pain due to spasms of 
the smooth muscles and reduces nervous 
tensión. This netv antispasmodic-sedative 
combination contains: Hyoscyaminc hydro* 
bromide 0.225 ing., Atropine sulfate 0.019 
mg., Scopolamine hydrobromide 0.006 mg., 
'DelvinaF vinbarbital 30 mg. 

Rx. In bottles of 25 and 100 tableta. 

SHARP & DOHME, PhilacUlphia, U.S.A, 









Sur-Bex with C 

T RAO C MAR K 

(ABBOTT’S B-COMPLEX TABLETS WITH C) 


Each Sur-Bex with C Thiamine Mononitrate . 6 mg. 

tablet supplies; Riboflavin. ó mg. 

Nicotinamide. 30 mg. 

Pyridoxine Hydrochloride . 1 mg. 

Vitamin (os vifamin B| 2 concentróle) . 2 mcg. 

Pantothenic Ac¡d (as calcium pantothenate) ... 10 mg. 

Ascorbic Acid . 150 mg. 

Liver Fraction 2, N.F. 300 mg. (5 grs.) 

Brewer's Yeast, Dried. 150 mg. (2’/2 grs.) 


As a dietary supplement: 1 or 2 fablets daily. 

For stress, or postoperative convalescence; 2 or more fablets daily. 

ABBOTT LABORATORIES PUERTO RICO INC. 
Cayey St., Córner Wllliam Jones • Santyree 
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nuevo 

potente 



Acetazolamida LEDERLE 


Un nuevo diurético oral . . . 

No es mercurial ni derivado de xantina 


El DIAMOX, ampliamente probado y comprobado ya 
en clínicas y laboratorios, es un nuevo producto que 
se indica para el régimen del edema de pacientes cardíacos.. 

Administrado todas las mañanas, redunda en una 

copiosa diuresis que dura de 6 a 12 horas 

(sin interrumpir el descanso nocturno del paciente). 

El DIAMOX no es un irritante gastrointestinal ni renal. 

El DIAMOX no produce efecto tóxico cumulativo, 
ni cuando se lo administra, como se 
recomienda, durante un período indefinido. 

Viene en tabletas ranuradas de 250mg para uso oral 


... un timbre de honor 


*.M ’.rra registrada 


LEDERLE LABORATORIES, CO. 
1470 Fernández Juncos Ave. 
Santurce, P. R. 
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^SCHISTOSOMIASIS MANSONI ; 

THE ACUTE PHASE‘ 

REPORT OF A CASE^ 

JENARO HAUDOCK-SUAREZ , M.D. 
and 

RAFAEL RODR1GUEZ-MOLINA, M.D., Sc.D. 

A white male, age 24, Korean Veteran, admitted to PM&R Serv¬ 
ice of San Patricio Hospital on December 9, 1954 because of history 
of pain and stiffness in the neck of sudden onset accompanied by 
fever and chills of four days duration. Anorexia, headaches, pain 
in lower extremities and dry cough had been present also. Chills 
and fever had occurred daily since onset of illness, the fever being 
followed by profuse sweating. Cough had not been asscciated with 
chest pain. Patient returned from Korea the month previously. 
No history of malaria while there. He bathed frequently in rivers 
while in Korea, but not in Puerto Rico since childhood. No history 
of drinking raw milk or exposure to rats. 

Physical examination revealed a young male appearing acutely 
ill with flushed fascies. Blood pressure 110/80, pulse 80, no icterus 
or conjunctivitis. Liver edge was felt IV 2 fingerbreath below the 
right costal margin. Tip of spleen was just felt at costal margin. 
The initial impression made by Physical Medicine and Rehabilita- 
tion Service was acute myositis of cervical and paravertebral mus- 
des, but when the white blood count was reported as being 26,000 
with 59 % Eosinophils, the patient was immediately transferred 
to the Medical Service. 

Laboratory findings: Several smears for malaria taken at 
height of fever and during chills were reported negative. Uriñe 
showed some hyaline and granular casts, traces of albumin and 
specific gravity of 1.026. It became negative a few days after 
admission. Spinal fluid revealed seven cells per cmm with 40% 

* Veterans Administration Center, San Patricio Hospital, San Juan, Puerto 
Rico. 
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polys and 60 r /< lymphocytes. Normal amounts of protein, chloride 
and glucose. Spinal fluid culture was negative after 48 hours. 
Blood culture made on admission showed no growth after 10 days. 
Blood serology - negative. Non protein nitrogen - 29 mg.%. On 
admission, 12/10/54, RBC - 4,800,000 - Hgb 15.0 gm; 2/8/55 - RBC 
4,880,000 - Hgb 15.0gm. On 1/10/55 - Sedimention rate - 10.0 mm. 
after 60 minutes. Volume of Packed RBC - 50 mm. 


Dilutions 


Agglutinations 

Typhoid “O” antigen 
“H” antigen 


1:20 

4 

2 


1:40 1:80 

3 2 

2 2 


1:160 1:320 

1 — 

2 1 


Paratyphoid A 
B 


1 + 

1 1 + 


Agglutination with B Abortus antigen - negative. Routine and Bru- 
cella blood cultures were reported negative 21 days after innocula- 
tion under CCb. 


Liver f uncí ion tests 

12/13/54—Serum bilirubin 0.18 mg.*7(. Cephalin flocculation: 24 
hrs. — 2 + ; 48 hours — 3 +. Prothrombin time — pa- 
tient 14.0 sec. Control 11.0 sec. 

1/10/55 —Cephalin flocculation — 24 hrs. — 3 ; 48 hours — 4+. 

1/11/55 —Prothrombin — Patient — 11.4 sec. Control 11 sec. 
1/24/55 —Thymol turbidity — 10.5 units. 

1/24/55 —Bromsulfalein 8% after 45 minutes. Cephalin floccu¬ 
lation: 24 hours — 3 + ; 48 hours — 4 +. 

2/8/55 —Bromsulfalein — 12%. Cephalin flocculation: 24 hrs. — 
2 -f-; 48 hours — 3 +. 

Other Blood Chemistry Studies 

12/13/54 — Total protein 8.3 m g c /(. 

Albumin 3.7 — Globulin 4.6. 

1/10/55 —Total protein 8.0 mg/(. 

Albumin 4.0 — Globulin 4.0. 

2/8/55 —Total proteins 6.6 mg%. 

Albumin 3.7 — Globulin 2.9. 

2/14/55 —Alkaline phosphatase — 11.0 units (Bodansky). 
1/24/55 —Sedimentation rate — 4.0 mm after 60 minutes, 
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Tests for Schistosomiasis 

2/10/55 —Skin tests with cercarial and adult worm antigen were 
strongly positive. 

*2/12 55—Circumoval precipitation test was also positive. Com- 
plement íixation employing cercarial and adult worm 
antigens was positive (4 + ) in 1:12 dilution. 

Course in the Hospital: During the first week of hospital- 
ization there was not much change in the clinical picture. Patient 
continued to complain of pain and stiffness of neck and modérate 
dry cough. Spleen became definitely palpable. Spiking temperature 
continued. Diagnosis remained obscure but possibilities considered 
were collagen disease or larval or acute phase of a parasitic disease. 
Spinal puncture was repeated with normal findings. No pathologic 
reflexes were elicited. 

On December 20, and while afebrile, patient suddenly develop- 
ed generaiized pruritic rash over skin of abdomen, back of chest 
and legs. This rash resembled scabies. However, scrampings from 
various lesions were negative for the mite. The condition was not 
definitely diagnosed scabies by dermatology consultant and he also 
believed it could be an “id” reaction to the parasite. On this day 
patient admitted to have been fishing for fresh water shrimps in a 
brook near the town of Aibonito, which is a well known endemic 
center of Schistosomiasis. The last time he went fishing was about 
ihe middle of November, but does not recall the exact date. He 
had fished and swum in the same river several times previously. 
Blood smears for L. E. cells were negative on December 23, 1954. 

By the tenth hospital day patient was afebrile and felt much 
improved from constitutional symptoms and was granted a pass 
on December 23. On December 28, a sigmoidoscopic examination 
was performed and rectal mucosa was reported of normal appear- 
ance. Rectal biopsy was done and found negative for Schistosoma 
ova. On December 29, patient was given another pass. He returned 
on January 1/55 stating that on previous day, that is the follow- 
ing day after leaving the hospital, he had had a severe chill accom- 
panied by fever and profuse sweating. The liver was now palpable 
3 fingerbreadth below the costal margin and it was tender. Spleen 
was just palpable. At this point the ward physician in charge of 
the case felt that Collagen disease or Lymphoma were the most 
likely possibilities, as the fever suggested the Pels-Epstein type. 
A liver biopsy was performed January 4, 1955. The pathologist’s 


* These tests were performed through the courtesy of the Department of 
Parasitology, School of Medicine, and the Army Tropical Research Medical 
Laboratory. 
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report reads as íoiiows: “A definite specific histologic diagnosis 
in this case is not possible. The lesión in the liver is a non-specific 
granuloma with an eosinophilic infíltrate. An early acute schisto- 
somiasis granuloma of liver can not be ruled out, ñor a reaction 
of the reticulo-endothelial system to some unknown stimulus.” 

The patient continued febrile during the next three weeks. 
He received treatment for ascaris and hookworm infections. He 
had lost 19 pounds since admission. On January 12, for the first 
time, stools were reported positive for Schistosoma ova. On January 
7, patient complained to nurse that for about two days he had had 
four or five semi-solid bowel movements, soon after eating and ac- 
companied by generalized abdominal distress. On January 12 he 
passed several liquid stools with mucous and fresh blood. Another 
sigmoidoscopic examination was performed January 13, 1955 and 
the instrument was introduced only five inches, limited by pain 
and discomfort. The entire mucosa was red, granular, friable, 
bleeding easily, an appearance very suggestive of schistosoma man- 
soni infection. No ulcerations were seen. However, no schistosoma 
ova were observed in the specimen removed from a rectal vaive. 
At this time further specimens of stool were persistently positive 
for schistosoma mansoni ova. Another sigmoidoscopic examination 
performed January 25 revealed an inflammed mucosa infiltrated 
with hemorrhagic areas. Biopsy of tissue was positive for ova. 
By the end of January, patient was again afebrile and presented 
no compiaints and was gaining weight. Eosinophilic leucocytosis 
was still present, however. As this report is written, 3/16/55, 
patient has regained lost weight and has remained afebrile, but 
eosinophilia persists. A second liver biopsy was performed January 
19, 1955 with the following report: “Non-specific granuloma of 
liver, probably due to schistosoma mansoni”. Treatment for Schis- 
tosomiasis was begun 2/14/55. Sodium antimonyl gluconate 
(Triestam) was employed. 

COMMENT ON CASE 

The term Bilharzial fever as employed in the literature on 
diseases of the tropies is defined as a toxic or allergic state ap- 
pearing betv.een the 4th and 6th week after bilharzial infestation 
and charac^erized by fever, general symptoms of ill-health, urti¬ 
caria ancl eosinophilia. A recent schistosomal infestation may re- 
veal itself clinically by a fairly severe illness as observed in our 
case, characterized by pyrexia, cough, hepato-splenomegaly, urti¬ 
caria and eosinophilia. The case just presented, exhibited all these 
manifestations except the urticaria. This acute and characteristic 
illness has been described in Puerto Rico 1 - 2 and elsewhere but it is 
rarely observed by the practicing physician. In the majority of 
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cases these toxic or anaphylactoid reactions may be mild and the 
clinical picture may amount to merely disturbance of the general 
health. Loss of weight, lack of appetite, headache, abdominal and 
iimb pains, slight pyrexial attacks, with possible transient urti- 
carial eruption and hepatosplenomegaly may then be the only indi- 
cations of a possible bilharzial infection. In Puerto Rico even this 
type of milcler reaction is quite oíten either not observed by a 
physician or is diagnosed as being something else. 

The temperature, eosinophilia and cough are believed to be 
due to the intravascular migration of the young flukes through 
the lungs and other organs of the body. Later when the worms 
have attained maturity and copulation and oviposition have 
taken place in the hemorrhoidal plexus of veins, signs of localiza- 
tion of the disease in the colon are evident as manifested by diar- 
rhea, mucous and blood in the stools. These features were quite 
evident in our present case. 

Fairley, ;! in discussing the pathological changes produced in 
the acute or toxemic stage of schistosomiasis, mentions that the 
anaphylactoid reaction in the sensitized tissues of the host plays 
an important part in the production of both pathological lesions 
and the clinical picture. He classified the toxic substances as (1) 
specific glandular secretions produced by the cercariae, schisto- 
somes and miracidia containing enzymes; (2) byproducts of meta- 
bolism; and (3) excretions to inelude the katabolites of hemo- 
globin, such as bilharzial pigment. 

Miyagawa and Takemoto 1 conducted experiments on mice 
which hacl been immersed in water previously infested with car- 
cariae, which is the infective stage of the worm. As a result of 
these studies they found that the main route of invasión of Schis- 
tosoma japonicum from the skin to the portal veins of the host 
was as follows: 

“The young worms penétrate actively into the skin, principally 
into the lymphatic spaces, then for the most part they invade the 
blood capillaries or the small peripheral veins, later gathering 
in the right side of the heart. Some of those in the skin 
tissue pass by the lymphatic vessels to the lymphatic glands, 
in which some are arrested and killed; others, however, being 
able to pass through into the emergent veins finally reach 
the right side of the heart. The worms in the right side of the 
heart now pass to the lungs. They are stopped for short time in 
the lung tissue, owing to the disproportion in the size of the worms 
and alveolar capillaries. Finally, they return to the left side of the 
heart and are carried through the aorta to the wall of the gastro¬ 
intestinal canal, after passing through which they reach their per- 
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manent residence (the portal branches in the liver) by the mesen- 
teric veins.” 

It may also be deduced from their experiments that the schis¬ 
tosomula pass to the lungs from the skin at varying rates from 
2-5 days, and after a slight hold-up in the lung tissue they begin 
to reach the liver from 3 days onwards, In one of their experi¬ 
ments the liver of an infected mouse 5 days after initial infection 
showed numerous schistosomula. 

In the liver the male and female schistosomes live separately, 
but about 4 weeks after entering the body they become sufficiently 
mature lo enter their period of sexual activity, join in pairs, and 
Iravel into the mesenteric veins forcing their way against the 
blood stream towards the veins of the submucosa of the bladder 
or large intestine. At this stage of migration it is probable that 
toxic and antigenic material is liberated into the general circula- 
tion. According to Girges"’ this journey coincides with the acute 
or toxaemic stage. Clinical studies have shown that this stage 
usually comes on 4 - 6 weeks after initial exposure. At this stage 
the bilharzial complement fixation test becomes positive, eosino- 
philia appears and the anaphylactoid reaction, including urticaria, 
pyrexia and pulmonary infiltration, may appear. The underlying 
cause of this allergic reaction is unknown, but it is probable that 
the body becomes sensitized to one or more of the schistosome toxic 
substanc-es described by Fairley. 3 

Special attention should be drawn to the pulmonary changes 
in bilharzial fever. 

It is often stated that these are due to the impaction or mi¬ 
gration through the lungs of developing schistosomula. It is how- 
ever known that a similar state is found in other parasitic in- 
fections which do not inelude a stage of pulmonary migration. 
Henee lung infiltrations have been described in cutaneous helmin- 
thiasis, amoebiasis and trichiniasis. Furthermore, extraets of as- 
caris and even of histamine injected into guinea pigs have been 
shown to produce an identical pathological picture. 5 We have no 
x-ray evidence of pulmonary involvement probably because we did 
not look for it. 

Acccrdingly all the features of bilharzial fever can best be 
represented as an anaphylactoid reaction towards certain toxic 
substances produced by mature schistosomes at the stage of mi¬ 
gration from the liver to the final end organs. 

SUMMARY 

1. A case of Schistosomiasis mansoni in a white Puerto Ri- 
can male, age 24, and believed to be suffering from acute or toxic 
phase of the disease has been presented. 
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2. The illness characterized by sudden onset of chills and 
fever, accompanied by pain and stifíness of the neck, headache, 
pain in the lower extremities, dry cough and anorexia. There was 
history of river bathing and fishing about three weeks prior to 
onset of symptoms. 

3. The diagnosis of the condition was not definitely suspect- 
ed until report of liver biopsy performed about one month after 
onset of illness was received and a non-specific granuloma with eosi- 
nophilic infíltrate was observed. Schistosomiasis mansoni was 
then suspected. 

4. On January 12, slightly over a month after admission to 
hospital, the stools were first found to be positive for schistosoma 
mansoni ova. On this date sigmoidoscopic examination revealed 
an inflammed, red, granular rectal and colonic mucosa suggestive 
of schistosomiasis. One week previously patient had diarrhea, 
with mucous and blood in stools. 

5. A marked and persistent eosinophylic leucocytosis has 
been observed during the clinical course which included periods of 
pyrexia and apyrexia. The eosinophilia has persisted, even though 
the patient remains symptom free. 

6. Intracutaneous reaction to cercarial and adult worm an¬ 
tigen extracts were markedly positive. The complement fixation 
reaction was markedly positive. Ault and cercarial antigens were 
employed. The circumoval precipitin reaction demostrative of 
specificity for Schistosoma mansoni was positive also. 

7. Liver biopsies do not indícate fibrotic or cirrhotic changes. 

8. Liver function studies indicative early liver damage. 
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TABLE I 

SCHISTOSOMIASIS MANSONI 
Acute Phase 


Stool and Rectal Mucosa Examination 
Patient admitted: December 9, 1954 


Date 

| Stool 

Mucosa 

Positive for: 

12/13/54 

X 


Ascaris; Hookworm; and Trichuris ova. 

12/14/54 

X 


Same as above 

12/15/54 

X 


Same as above 

12/27/54 


X 

Negative for Schistosoma ova 

1/3/55 

X 


Ascaris; Hookworm; and Trichuris 

1/12/55 

X 


Direct smear: Schistosoma ova: 

Alive-7; Dead-12 

1/13/55 


X 

Negative for Schistosoma ova 

1/13/55 

X 


Schistosoma ova: Alive-0; Dead-10 

1/14/55 

X 


Schistosoma ova: Alive-2; Dead-8 

1/17/55 

X 


Schistosoma ova: Alive-3; Dead-9 

1/18/55 

X 


Schistosoma ova: Alive-0; Dead-6 

1/20/55 

X 


Schistosoma ova: Alive-2; Dead-3 

1/24/55 

X 


Schistosoma ova: Alive-1; Dead-7 

1/25/55 


X 

Schistosoma ova: Dead collapsed-2 

2/14/55 

X 


Hookworm; Trichuris 

2/15/55 

X 


Trichuris 












Acute Pilase 

Total and Differential Counts 
Patient admitted: December 9, 1954 
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FEMALE PSEUDOHERMAPHRODITISM OF ADRENO- 
CORTICAL ORIGIN: 

REPORT OF A CASE AND DISCUSSION OF CURRENT CONCEPTS 
OF PATHOGENESIS AND TREATMENT 

MANUEL E ., PAÑI AGUA, M.D* 

Abnormal genital development including several degrees of 
intersexuality has been a subject of great interest on the part of 
scientists and laymen alike since remóte antiquity. However, it 
has not been possible until relatively recent times to distinguish 
the aberrations of gonadal development which lead to true her- 
maphroditism from the endocrine dysfunctions which give to a 
genetically and anatomically complete individual the external ap- 
pearance of the opposite sex. Notable among the latter is the so- 
called adreno-genital syndrome, a virilizing syndrome which causes 
pseudohermaphroditism in the female and precocious genital and 
somatic development in the male. 

Probably a congenital disturbance, it is usually manifested at 
birth or shortly thereafter, although some patients do not develop 
the full-blown syndrome until puberty. When virilization appears 
in the adult it is usually accompanied by disturbances of carbo- 
hydrate and electrolyte metabolism characteristic of Cushing’s 
syndrome. 

Until the past íew years these cases were scientific curiosities 
of academic interest only, since not much could be done for them. 
With the demonstration by Sprague and co-workers 1 that corti- 
sone administration reduced the excretion of 17-ketosteroids in 
normal men, and the application of these findings by Wilkins 2 
in the adrenogenital syndrome, whole new vistas have opened for 
the scientific study of this disturbance and its possible treatment. 

We are concerned in the present communication with the me- 
tabolic studies and the results of both medical and surgical treat¬ 
ment which have entirely changed the life of one of these unfor- 
tunates. 

Case Report: 

E.F.M., a 15-year-old colored girl, was first seen in our OPD 
because of “amenorrhea” of four months duration. A more detail- 
ed history revealed that she had had a slight vaginal bleeding some 
four months before (which was interpreted as a first menses) 


* Assistant Attending in Medicine, Presbyterian Hospital, San Juan, P. R, 
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and had not bled since. She claimed she had had a rather low- 
pitched, deep voice and modérate hirsutism since the age of 8 or 9. 

The past and family histories were non-contributory. 

The phyesical examination revealed a short, stocky, muscular 
colored girl with a deep voice. There was a thin “moustache” on 
the upper lip and abundant hair on the face and throughout the 
body. The distribution of the pubic hair was of the male type. 
The breasts were fíat with very little if any breast tissue. The 
external genitalia (Fig. 1) showed a phallus about 4-5 cm. long 
with a well formed glans and prepuce but no urethral opening. 
The prepuce was continuous with the labia minora. The urethral 
opening was located below the base of the phallus and a little far- 
ther down there was a very small vaginal opening which could 
not be explored in its entirety. Rectal examination failed to re- 
veal the presence of any pelvic organs. 



Figure 1 

A tentative diagnosis of adrenogenital syndrome with pseudo- 
hermaphroditism was macle and the patient was hospitalized for 
observation and treatment. 

While in the hospital, the following laboratory studies were 
performed with the accompanying results: RBC - 4.56 million; 
Hgb. - 14.3 gm. (9890, WBC - 9,500 with a normal differential 
count. Urinalysis essentially normal. Stool - T. trichura. 17-ketos- 
teroids - 50.44 mg. in 24 hours. Eosinophile response to a single 
i.m. injection of 24 units of ACTH - 759^ decrease in 4 hours. 
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Kepler test showed normal valúes. Glucose tolerance test showed 
a rather fíat curve with a máximum elevation of 28 mg. % above 
the fasting level at one half and one hour after ingestión of glu¬ 
cose. BMR - +4%. Blood chlorides 580 m g.%. 

Radiological study of the skeleton was reported as showing 
“accelerated development”. Tomography of the abdomen after 
presacral air insuflation revealed some apparent enlargement of 
the left adrenal gland and a questionable soft tissue shadow par- 
tially superimposed on those of the left kidney and spleen. 

With the additional information obtained from these studies 
it was decided to give the patient hydrocortisone. She was started 
on 40 mg. every six hours and 1 mg. of stilbestrol was added to 
the regime. After four days hydrocortisone was reduced to 100 
mg. daily and this dosage was continued for a whole month, when 
it was further reduced to 80 mg. daily. 

After two weeks of treatment her 17-ketosteroids were down 
to 25.65 mg. in 24 hours, and three weeks later, to 16.79 mg. in 
24 hours. Daily eosinophile counts performed throughout the period 
of treatment varled between 25 and 200. Clinically, the patient 
improved considerably, losing most of her excess hair, gaining 
weight and developing more feminine body contours. 

During all this time she had been on a low sodium diet with- 
out potassium supplementation. About five weeks after the begin- 
ning of therapy, in the rniddle of the night, she had an episode 
of weakness accompanied by a transient elevation of her blood 
pressure. An ECG íailed to reveal any abnormality but she res¬ 
ponded rapidly to the intravenous administration of potassium 
chloride with complete disappearance of symptoms. From then on 
oral KCL was added to her regime. 

Dr. Jenaro Suárez, who managed the patient jointly with us, 
devised a method of Progressive dilatation of the hypoplastic vagina 
by means of insertion of test-tubes of gradually increasing size. 
Amputation of the phallus and plástic reconstruction was perform¬ 
ed by him after the patient had reached the máximum degree of 
improvement. 

In the meantime her 17-ketosteroids excretion had continued 
in the range of 16-18 mg. in 24 hours, during her second month 
of therapy. Hydrocortisone was discontinued in order to observe 
the duration of its suppressing effects, but two weeks later her 
17 ketosteroids were back up to 44 mg. in 24 hours, while her 
eosinophiles ranged from 150 to 300. Re-institution of therapy 
caused a decrease of 17-ketosteroids to 17.9 mg. in 24 hours within 
two weeks. 

Since it was economically impossible for this patient to con¬ 
tinué indefinitely on hydrocortisone, a consultation was held with 
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Drs. Jenaro Suárez and José Noya-Benítez on the advisability of 
doing a subtotal adrenalectomy. It was decided, after much de¬ 
bate, to use an abdominal approach for exploration and adrenal- 
ectcmy in one stage. The operation was períormed by Dr. Noya- 
Benítez assisted by Drs. Pedro A. Suau and Jenaro Suárez, and 
exploration of pelvic organs was carried out at the same time. 
The uterus was hypoplastic but the ovaries and tubes looked nor¬ 
mal. The left adrenal and one half of the right one were removed 
and a biopsy of the right ovary taken. The pathologic study re- 
vealed múltiple extracortical nodules (which are found in 40'/< of 
adrenals). The ovarían tissue was normal. 

The patient had an uneventful recovery accompanied by 
further clinical improvement in the form of complete loss of facial 
hair, marked reduction in body hair and gradual change of pubic 
hair to a more feminine distribution. Her skin became softer and 
she almost “shed” her former epidermis. 

Her 17-ketosteroids remained in the range of 23-26 mg. in 
24 hours in spite of the fact that hydrocortisone was permanently 
discontinued two days before adrenalectomy and she received only 
enough hormonal therapy to carry her over the operation and im- 
mediate post-operative period. Finally, 9-10 days after operation, 
she started menstruating spontaneously. Bleeding ceased after 3-4 
days and she was discharged from the hospital in very good con- 
dition. 

She has been followed up in both our Gynecology and Endo- 
crine Clinics for over iy> years. She has been menstruating re- 
gularly, at first with the help of cyclic hormonal therapy and, 
lately, spontaneously. Her vagina has enlarged to normal size al- 
though her uterus has remained infantile. Her breasts have de- 
veloped and all that remains of her former masculine appearance 
is her low-pitched voice. 

She was hospitalized three months ago for re-evaluation and 
further laboratory studies. Serum Na, K, chlorides, NPN, kepler, 
insulin tolerance and eosinophile response were all found to give 
normal results. The 17-ketosteroids, however, have remained in 
the range of 20-26 mg. in 24 hours. 

The greatest subjective improvement has occurred in this 
patient’s personality which, although it had always been very 
feminine and with normal heterosexual inclinations, was gainsaid 
by the masculine appearance. After treatment and especially since 
operation, she has gradually outgrown her initial handicap and 
now enjoys the normal life of a girl her age. At the last clinic visit 
she announced her forthcoming marriage. 
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DISCUSSION 


The pathologic lesión associated with the adrenogenital syn- 
drome is a diffuse hyperplasia of the adrenal cortex in no way 
distinguishable from that associated with certain cases of Cush- 
ing’s syndrome. Contrary to the latter in which there is an excess 
of all the known adrenocortical factors, patients suffering from 
the adreno-genital sydrome show clinical and laboratory evidence 
of increase in the androgenic factors only. As a matter of fact, 
in some cases there is even a suggestion of deficiency of the electro- 
lyte and/or the carbohydrate regulating factors. To explain this 
apparent discrepancy Bartter and his co-workers a and Hechter 
et al 1 have postulated the following theory: 

1. There is a congenital abnormality of the adrenal cortex 
which makes it incapable of elaborating sufficient hydrocortisone 
due to a block in the transí ormation of 17-hydroxyprogesterone to 
hydrocortisone (Fig. 2). This has the dual effect of producing an 
abnormally large arnount of androgenic metabolites of 17-hydroxy¬ 
progesterone and creating a deficiency of hydrocortisone. 
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FIGURE 2 


Reproduced from Bongiovanni, A., et al, Adrenal Steroids in Adrenogenital 
Syndrome, Jour. of Clin. Endocrinology and Metabolism, April, 1954. 


2. As a consequence of the latter, the anterior pituitary res- 
ponds with an increased secretion of ACTH. 

3. Increased ACTH then induces cortical hyperplasia with 
the additional production of androgens. 

4. The excessive production of androgens finally causes viri- 
lization. 

Let us now examine the evidence for and against this theory. 
In line with such reasoning are the following findings: 
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1. Sydnor et aP have shown high blood levels of ACTH in 
this disease. 

2. Kelley‘ ! and Goldberg 7 íound consistently low levels of 17- 
hydroxycorticosteroids in blood and uriñe in severa! cases. Bon- 
giovanni 8 reports the same findings in seven of nine cases plus 
the fact that in seven out of nine the low level of corticosteroids 
failed to increase under the administration of exogenous ACTH 
(In the other two cases it was possible to increase the level of 
corticoids and this has been interpreted by Bongiovanni as sug- 
gestive of a partial block in “biosynthesis” which may be over¬ 
eóme with adequate stimulation). 

3. The findings by Wilkins, 2 later confirmed by many 
others ,! ' 7 ' s that cortisone administration caused a marked reduction 
in the excretion of 17-ketosteroids along with clinical improvement 
and a return to the original condition upon discontinuation of 
therapy, are additional evidence in favor of the Bartter hypo- 
thesis. 

4. Finally, Bongiovanni* has also shown that pregnanetriol, 
a probable metabolite of 17-hydroxyprogesterone, is regularly pre- 
sent in the uriñe of untreated patients and is suppressed by ade¬ 
quate cortisone therapy. It disappears following the administration 
of ACTH or 17-hydroxyprogesterone, something that does not 
happen in normal individuáis. 

On the other hand, there are some observations which are 
not in accord with the theory of defective biosynthesis. These are 
the following: 

1. The majority of the patients with the adrenogenital syn- 
drome do not show evidence of deficiency of glucocorticoids. Many 
patients do have normal blood and urinary levels of these corti¬ 
coids. 

2. It seems improbable that a large portion of the 17-ketos¬ 
teroids, which are of the 11-oxygenated variety, represent meta- 
bolic produets of 17-hydroxyprogesterone. Jailer (as quoted by 
Bongiovanni 8 has demonstrated that the 17-ketosteroids obtained 
after administration of 17-hydroxyprogesterone are not of the 11- 
oxygenated type. 

3. The improvement of patients subjected to partial or sub¬ 
total adrenalectomy would be another piece of evidence which 
would not fit into the picture since this would only accentuate the 
glucocorticoid deficiency without correcting the fundamental meta- 
bolic error. 

As far as treatment is concerned, there is no question about 
the beneficial results of cortisone. However, once we accept cor¬ 
tisone as substitution therapy we are faced with the problem of 
continuous, indefinite administration. This is not only theoretically 
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sound reasoning but it has also been demonstrated in many cases 
including our own that discontinuation of the drug causes a re- 
lapse. The complications incident to prolonged administration of 
cortisone are well known and need not be repeated here. 

Surgery, on the other hand, has no rational basis as explain- 
ed above, yet, when confronted with the alternative of continuous 
suppressive therapy with rather large doses of cortisone, we won- 
der if the patient is not better off with one-fourth or less of 
adrenal tissue and considerably smaller doses of substitutes if 
symptoms of electrolyte or carbohydrate disturbances should devel- 
op. 

The answer to the question of what will eventually be the 
treatment of choice in this disease must await further observations 
and experimentation. In the meantime, we must be satisfied with 
the slow but definite progress in that direction. 

SUMMARY 

A case of female pseudohermaphroditism of adrenocorticai 
origin is presented. Results of the suppressive treatment with 
hydrocortisone and apparently curative effeets of subtotal adre- 
nalectomy are reported. The theories of physiopathology are briefly 
discussed and evidence is presented both for and against a con¬ 
genital defect in biosynthesis of hydrocortisone. The therapeutic 
possibilities are discussed in the light of theoretical and practical 
implications. 
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RADIO ACTIVE ISOTOPES 


CARLOS F. ^ JIMENEZ TORRES, M.D* ** 

Interest in radioactivity dates back to 1896, in which year 
A. H. Becquerel announced before the París Academy of Sciences 
the results of his, discovery of radioactive radiations emitted by 
uranium ccmpounds. Physicists became very interested in these 
radiations and soon it was dis.covered that they consisted mainly 
of alpha-rays (or helium nuclei), beta-rays (actually electrons) 
and gamma-rays, of electromagnetic nature and in many respects 
similar to light waves. 

All elements. with atomic weights greater than 209, or atomic 
numbers greater than 83 are naturally radioactive; in other words 
they possess the property of spontaneous disintegration. The best 
known example of this property is the formation of radium and 
radon from uranium. 

Later it was possible to produce radioactive forms of all the 
elements of the atomic table by artificial means. Some of these 
have been found useful in medical diagnosis and therapy. In tho 
las.t two decades, “nuclear medicine” has been the cbject of thous- 
ands of research projects with the result that already radioisotopes 
have certain definite applications in modera diagnostic and ther- 
apeutic methods. 

Most, if not all of you, have come in contact with the in- 
creasing reports in the medical literature concerning the so-called 
tracer studies, by which the radiations from radioisotopes admi- 
nistered to human beings are measured in various ways. By this. 
method great advances have occurred in the understanding of cir- 
culation, the metabolism of body fluids and electrolytes and other 
important physiologic processes. It is well known that estimates 
of thyroid function by the use of radioiodine (I 131) are the most 
accurate so far available. We shall chiefly concern ourselves about 
the therapeutic applications of these substances.. 

Of the isotopes used in therapy, a small group merits special 
consideration: 

RADIOPHOSPHORUS 

This. isotope has been found most useful in the treatment of 
polycythemia rubra vera and the chronic leukemias. It is admi- 
nistered in the form of sodium acid phosphate, either intravenous- 
ly or by mouth. P 32 emits B radiation and has a half-life of 
14.3 days. 

* Preecnted before the Southern District Medical Society, August, 1954. 

** From Clinical Dr. Pila, Ponce, P. R. 
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The chief complication which may occur from its administra- 
tion is. severe depression of the hematopoietic tissue in cases oí 
overdosage or of unusual sensitivity to the substance. Leukope- 
nia is most common, but fortunately seldom serious. Thrombocy ■ 
topenia or anemia may at times be severe enough to require trans- 
fusions. 

In true polycythemia a definite symptomatic relief invariably 
follows administration of P 32. This response may occur from a 
week to a month after treatment. A reduction in the hematocril 
is usually apparent in 2 weeks, with a normal hematocrit us.ually 
within 3 months time. The remissions may last from 6 months 
to two or three years, averaging 18 months. 

The indications. for the use of this isotope in the treatmeni 
of chronic myelogenous or lymphatic leukemia are the same as 
those for roentgen therapy. These are, in general: (1) system'c 
symptoms such as fever and malais.e; (2) enlarged spleen, and 
lymph nodes giving pressure symptoms; (3) increased laukocyte 
count ass.ociated with increasing anemia or thrombocytopenia; 
(4) symptoms of increased metabolic rate. The isotope, in the 
leukemias, may be used as a substitute for, or as a complement of, 
roentgen therapy. P 32 may be preferred over X-Ray therapy 
because of its ease of administration and dose control and by the 
usual absence or radiation sickness and other side effects. 

Radiophosphorus has been used as. adjunct therapy in the 
management of selected cases of malignant lymphomata. The re- 
sults of its use in múltiple myeloma are yet uncertain, even if dra- 
matic res.ults have occurred occasionally. A short series of casa? 
of breast metastases to bone has been treated with enocuraging 
results. 

RADIOIODINE 

I 131 is a fission product of uranium and may be obtaineo 
in a carrier — free form from the A. E. C. at Oak Riclge. It has 
a half-life of 8.0 days. and emits B and gamma radiation. The 
substance, administered in the form of sodium iodide has found 
its greatest use in hyperthyroidism. Certain advantages over 
surgery are the absence of mortality and other complications of 
surgical intervention, such as damage to the parathyroids or the 
recurrent laryngeal nerves. It has been reported that by this 
method of management malignant exophthalmus and recurrences 
of hyperthyroidism are les.s frequent. 

As in surgery, myxedema is the important complication of 
treatment. It can be usually avoided by fractionation of the dose. 
The results of the use of radioiodine in thyroid carcinoma are 
variable, depending on the histopathology of the tumor and the 
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rate of uptake, or the aviclity of the cells for the iodine. Better 
res.ults are obtained in struma and follicular carcinoma than in 
papillary or alveolar carcinoma. 

Metastatic lesions have exhibited a greater iodine uptake af- 
ter removal of the thyroid gland. The administration of pituitary 
thyrotropic hormone has also raised the iodine uptake of metast¬ 
atic lesons. 

RADIOCOBALT 

Cobalt 60, produced in the uranium pile by neutrón bombard- 
ment of Co 59, emits a weak beta particle and gamma photons. of 
greater energy than the average of radium. It has a half-life of 
5.3 years. It is a relatively inexpensive source of radiation, and 
already there are several teletherapy units wh ! ch may substituto 
high-powered roentgen therapy equipment. The isotope can be 
placed in needles. and tubes similar to those of radium. The in- 
terstitial method of suturing cobalt containing nylon threads to 
tumors and tumor beds is increasing in importance. Some ob- 
servers go as far as believing that cobalt 60 may substitute ra¬ 
dium in our therapeutic armamentarium. 

RADIOGOLD — (Half Life - 2.7 days) 

(B and gamma emitter) 

Gold 198 has been often used (in colloid suspensión) inside 
serous. cavities in order to control metastatic implants and to pre- 
vent further formation of malignant effusions. 

Satisfactory results have been obtained by the injection of a 
solution or radiogold in inoperable tumors such as the prostate. 
The colloid has. a tendency to remain within those tissues where 
it is injected. 

The use of radiogold in carcinoma of the cervix with pelvic 
spread is still in a very experimental stage. 

The isotope has been used intravenously with fair success in 
cases of lymphosarcoma and leukemia. 

In a metallic form it has lately been used in the same form 
as radon seeds. The isotope is placed in thin tubes of stable gold. 
The tubes may be inserted in a planned fashion inside various 
tumors. 

A word of warning in regards to the uses of these subs.tances 
as in the case of roentgen ray equipment, radium and other sour¬ 
ces of ionizing radiations. We must always. be aware of the in- 
herent dangers of overexposure, both to our patients and to the 
personnel handling them. 

Isotopes can only be used by those phys.icians who are ade- 
quately trained in radiation therapy and by assistants specially 
prepared in the technicalities of this mode of therapy. 
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To conclude we have only attempted to point out the high- 
lights. of the medical uses of some radioactive isotopes. 

These new developments of the so-called atomic age, in our 
opinión, have not quite yet revolutionized our currents concepts 
of the management of malignant disease. Isotopes, however, have 
already obtained a definite status of importance in modera me¬ 
dicine. We are certain that their s.ignificance will progressively 
increase with the constant new developments of dynamic medical 
research. 


CLINOCOPATHOLOGICAL CONFERECENCE 

PRESBYTERIAN HOSPITAL 


JOSE A. DE JESUS, M.D.* 

RAUL MARCIAL ROJAS, M.D** 

Clinical Summary: A sixty-five-year-old white woman was 
admitted to the Presbyterian Hospital on March 24, 1955. She 
was a well known diabetic complaining of constipation and inflam- 
mation around the anal area of three months, duration. Her life- 
long constipation had increased lately. The constipation was ac- 
companied by pain and irritation around the anus on defecation. 
Her family history was non-contributory. A cyst was removed 
from the vagina in 1938, the etiology of which was unknown. She 
was submitted to a cholecystectomy in 1953. There were no other 
symptoms referable to any of the other systems except for the ge- 
nito-urinary one. She complained of frequency and slight dysuria. 
She had a urinary infection before admission for which she re- 
ceived sulfanilamide. The exact dosage was not known. Her last 
menstrual period was ten years before admission and since then no 
vaginal bleeding had occurred. 

Physical examination revealed a well developed, well nourish- 
ed elderly woman in no acute distress. The blood pres.sure was 
150 systolic, 70 diastolic. The pulse was 90, respirations 25 and 
temperature 99.6 9 F. The only postive finding encountered was. 
that of external hemorrhoids. The pelvic examination was done 
on March 25, 1955 by a gynecological consultant who did not en- 
counter any abnormalities of the genital system. He felt an in- 
durated mass in the región of the urethra and suggested an urolo- 
gical cons.ultation. 

The patient was having an average of three diarrheic bowel 
movements consisting of very liquid stools for the first three days 
after admission. She was quite res.tless and nervous and, accord- 
ing to one observer, showing definite senile mental changes. The 
general condtion of the patient gradually deteriorated as well as 
her mental status. 

From admission till six days before death she was running <. 
low grade fever. Uriñe culture was positive for B. Coli in March 
29, 1955. The latter proved to be sensitive to chloromycetin. She 
was given this drug. On April 2, 1955 the urinary output was 


* By invitat'.on. From Department of Medicine, San Juan City Hospital and 
School of Medicine, School of Tropical Medicine, University of Puerto Rico, 

** From Department of Pathology, Presbyterian Hospital and School of Me¬ 
dicine, School of Tropical Medicine, University of Puerto Rico. 
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markedly decreased and bloody. Non protein nitrogen was 151 
mg. '/ . A urological consultation on April 2, 1955 entertained the 
diagnosis, of lower nephron nephrosis and treatment was recom- 
mended for this condition. The patient was started on lQ ( /< glu- 
cose in water intravenously. Later at night on April 2nd she was 
considered to be almost anuric with diminished chloridc and s.o- 
dium valúes with slight increase in potassium. Lactate solution 
20 Je v/as given by mouth. She vomited once or twice but ap- 
parently her state of hydration was adequately maintained. The 
patient rapidly deteriorated, became markedly drows.y and went 
into complete renal shut down on April 6, 1955. Gastrointestinal 
lavage was established. At 9:00 A. M. the patient was coid, clam- 
my, and palé. The blood pressure was 90/70. Blood, oxygen and 
coramine were immediately ordered but the patient expired quiet- 
ly at 11:00 A. M. 

Laboratory Data: Bliood: 3/24/55 - RBC 3,520,000; Iíb. 
76% (11 grms); C. I. 1.0; WBC 16,350; Diff. PMN 84; Stabs 8; 
Lymphos. 6; Monos. 2. Urinalysis: 3/24/55: SG 1.001; Alb. 
and Sugar: Negative. WBC 3-5 p.h.p.f. RBC 0-2. 3/27/55: Many 
clumps of WBC. Uriñe culture: 3/26/55 - Positive for B. coli. 
Sensitive to chloromycetin. Feces: 3/25/55 - Ova of Trichuris 
and Ascaris. Blood chemistry: 3/28/55 Glucose 115 mgr. 7 '. 
4/1/55: Glucose 85% mgr. %. Chlorides 500 mgr. % (85 mEq/1.) 
NPN 154 mgr. %. 4/2/55: Sodium in serum 127 mEq/1. Po- 

assium in serum 8.4. 4/4/55: Glucose 105 mgr. % Chlorides 
500 mgr. % (85 mEq/1.) NPN 32 mgr. Jo. Potassium in serum 
8 mEq/1. 4/5/55: NPN 160 mgr. Jo. 

Discussion: 

Dr. De Jesús: At age 65 degenerative disorders and neoplasia 
must be considered in every case. The patient being a diabetic 
will bring to the foreground arteriesclerosis with its complication*. 
She certainly has a blood pressure typical of arteriosclerosis of the 
large ves.sels, particularly of the aorta. Evidencc will have to be 
weighed in pro and con of Kimmelstiehl-Wilson dsease, necrotiz- 
ing papillitis, acute and chronic pyelonephritis and cystitis. Anv 
cf these conditions are to be expected in a diabetic of 65 years 
cf age. 

Chronic constipation has no significance per-se but when it 
has become Progressive one must consider an organic lesión par¬ 
ticularly a neoplastic one of the large bowel. In this lady however 
the anal irritation might have been responsible for this as, the act 
of defecation made the anal irritation worse. This inflammation 
around the anus could very well be due to a Monilial infection, 
common in diabetics or to the hemorrhoids which are frequently ac- 
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companied by itching when fissures are present. When thrombosed 
hemorrhoids are very painful. 

The frequency and dysuria certainly point to bladder or ure- 
thral irritation most likely írom infection. This lady was actually 
treated for urinary infection prior to her admission and then again 
during her hospital s.tay. Urinary infections are common in dia- 
betics and I doubt seriously that those were the only instances of 
urinary infection in this lady. She must likely had them repeated- 
ly over a number of years. 

There was an important event in this. patient’s illness, she re- 
ceived sulfanilamide. This may bring about very serious condl- 
tions such as polyarteritis and other sensitivity s.tates and renal 
damage, lower nephron nephrosis being a prominent one. The lat- 
ter is usually preceded by microscopic hematuria and heavy crys- 
talluria. This patient receivevd chloromycetin shortly after ad¬ 
mission. According to the nurses’ notes the urinary output was 
350cc on March 30; 125cc on April ls.t and 54cc on April 2. Thus 
the patient was actually admitted with a low urinary output which 
was gradually Progressive denoting a gradual renal shut down 
rather than a rapid one. 

Therefore I can not blame Chloromycetin for the renal shot 
down as the disminution of urinary output was already under way 
when the administration was started. How about the sulfonamide? 
A very good possibility. Unfortunately I do not know when sbr, 
took her last dose. 

Dr. Paniagua: Her last dose was ten days prior to admis.sion. 

Dr„ De Jesús: That is very helpful information indeed. This 
drug could have caused a lower nephron nephrosis but there are 
certain facts, that tend to rule this out. The shut down progres- 
sed slowly and occurred rather late in relation to time of dosage. 
There were no crystals in the uriñe, and the uriñe became bloody 
late, rather than early. The specific gravity was 1.001. 

In lower nephron nephrosis a diminution in urinary output is 
noted within 24 hours of the renal ins.ult. The uriñe as it is pass- 
ed, is usually acid and the specific gravity 1.010. In many ins¬ 
tances the uriñe may be írankly bloody or smoky for the first dav 
or two. Proteinuria of varying degree occurs early and persists 
throughout illness. The blood pressure goes down in’tially, then 
becomes normal and thereafter goes up to definite hypertensive 
levels. Could this be due to Kimmelstiehl-Wilson disease on its 
terminal stage? Yes, it could be but there is too much evidence 
against it. There was no proteinuria which is modérate to mas- 
sive in this condition. No laboratory evidence ñor clinical eviden¬ 
ce of hypoproteinemia is offered in the protocol. Edema and hy- 
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pertension were absent. Glomerular nephritis is ruled out on the 
same basis as. Kimmelstiehl-Wilson disease as clinically they be- 
have very similar. Diminished sodium, diminished chlorides and 
increased potassium is seen most often in lower nephron nephrosis 
particularly during the early stages and occasionally in uremia 
from other causes. Then, what else could give us s.uch a picture? 
Polycystic kidneys could be responsible for such a state of affairs. 
but no obs.erver could pálpate the masses. Besides there are too 
many other features that can not be explained on the basis of this 
diagnosis. It could have been an obstructive uropathy. The gy- 
necologist has ruled out Ca. of the cervix with ureteral obstruction 
for us. Up to this point I can not establish with certainty which 
one of the conditions I mentioned was responsible for the renal 
shut down. 

Even though the protocol records bloody uriñe on April 2, 
1955, the nurses recorded bloody uriñe from March 31st on. Bloody 
uriñe to me means gros.s hematuria. The golden opportunity to 
find the source of hematuria is to examine the patient while the 
bleeding is going on. If one postpones the examination until the 
next day, the bleeding may cease and no obvious cause for it may 
be found. In such instances, all one can do is prove or attempt to 
prove the normality of the urinary tract or at least exelude the 
presence of malignant disease. This is not as grat'fying as to be 
able to observe a spurt of bloody uriñe issuing from one or the 
other ureteral orífice. Thus at this point I believe a cystoscopic 
examination would have been of paramount importance and woukl 
have probably given us the diagnosis. Unfortunately this was not 
done and one is forced to go on the evidence afíorded by the pro¬ 
tocol. The differential diagnosis of hematuria entails a prolonged 
discussion. Suffice it to say that it may be caused by infection, 
stones and tumors anywhere along the genito-urinary tract as 
well as by sys.temic conditions which cause bleed’ng through de- 
feets in the clothing mechanism or in the blood vessel structures. 
Toxins, poisons as. well as glomerulonephritis may cause gross he¬ 
maturia. Therefore it behooves one to find or to rule out eviden¬ 
ce in favor of these latter conditions. 

The indurated mass in the urethra poses a very interesting 
situation in this patient. Dilatations of a periurethral duct form- 
ing a cyst, and an urethral diverticulum although forming a mass 
are not indurated unless a stone has formed or lodged in them. 
Urethral caruncle is usually painful and easily seen. It is soft 
unless malignant degeneration has taken place (melanoma or car¬ 
cinoma). A tumor may present itself as an indurated mass in the 
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female urethra and not uncommonly the tumor may be a peduncul- 
ated one coming from the bladder proper. 

At 7:30 A. M. the nurses on day of death record no chang:-. 
in the patient’s condition. Then at 9:00 A. M. some catastrophe 
i cok place. She became coid, clammy and went into shock with 
blood pressure hovering among 90/70. The physician instituted 
heroic measures. What could have cause this? Four condition ■ 
carne to my mind: 

1— Cerebrovascular accident. 

2— Dissecting Aneurysm with rupture. 

3— Massive Coronary Occlusion. 

4— Pulmonary embolism. 

I shall leave these conditions hanging on fire and tried to re- 
construct what I think happened to this patient. The patient had 
been a diabetic apparently mild judging by the protccol. We know 
that diabetics are very prond to develop repeated urmary infections 
and there is evidence for at least one such episode in the protoco!. 
She had evidence of bladder irritability. So she certainly had cys- 
titis. She presented hematuria and anuria together with the 
tumor in the urethra. On the basis of infections, anuria, gross 
hematuria and a palpable mass in the urethra one is justify in 
suspecting tumor of the urinary bladder. The tumors of the 
urinary bladder are often múltiple and it is not unusual for a ped- 
unculated one to prolapse into the urethra. This patient was 
catheterized without difficulty thus making the possibility of an 
intrins.ic urethra tumor less likely. This bladder tumor obvious- 
ly invaded the ureteral orífices causing an obstructive uropathy 
explaining the renal shut down. A bladder tumor likewise ex- 
plains the rectal pain as it is well known that such tumors may 
cause pain referrable to the rectum and the vagina. They too 
may cause diarrhea, particularly in children. 

But before she died she suffered a catastrophe manifested by 
shock. This could have been a massive coronary occlusion which 
is a very likely possibility, perhaps the best and there is no evi¬ 
dence against it. In a cerebrovascular accident some evidence of 
paralysis would have become evident. In dissecting aneurysm one 
likes to have a history of pain of tearing quality m'grating down 
the ches.t without shock sometime in the past. Then we have pul- 
m.onary embolism. Could this have happened? Yes. I think it 
is a toss-up between this condition and the massive coronary oc¬ 
clusion. Moreover, she was, a debihtated patient lying in bed. 

A condition which predisposes to thrombophlebitis of the legs 
and better still this lady had to my mind enough pelvic pathology 
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to warrant the presence of thrombophlebitis of the pelvic veins. 
This could very easily account for embolization of the lungs. 

Therefore my final diagnosis is: 

1— Diabetes Mellitus. 

Oíd pyelonephritis changes 

2— Cystitis and a precancerous stage such as 

Leukoplakia, 

Cystitis, glandularis or 
Cystitis cystica 

3— Ca. of urinary bladder 

Ureteral obstruction 

Hydro or pyoureter 

Hydro or pyonephrosis 

Pedunculated tumor (went into urethra) 

4— Pelvic vein thrombophlebitis 

Embolization to lungs 

5— Terminal bronchopneumonia — an almost constant 

event occurring terminally 

6— Arteriesclerosis. 

Br. Moníilla: Why don’t you favor coronary thrombosis? 

Br. De Jesús: I think that is a very good possibility. In fact 
I already said it was a toss-up between pulmonary embolism and 
massive coronary acclusion. I favor the former because I think 
there was enough pathology in this lady’s pelvis to make pelvic 
thrombophlebitis a very good possibility. 

Dr. R. A. Marcial-Rojas: 

It is a great pleasure indeed, for me as a pathologist, when an 
able clinician in such a marvelous. and well organized presentation 
almost enumerates all the anatomical diagnoses of the case and 
their correct sequence. I say it is a great pleasure, because not 
only he demonstrated his clinical knowledge and acuity but also de- 
finitely pro ved that the case was an ideal one for this type of pre- 
sentations. To provide cases with such fine correlation between 
pathologic and clinical findings should be the goal of the patho¬ 
logist. 

This 65-year oíd diabetic woman presented a severe cystitis 
glandularis. The latter gave origin to an adenocarcinoma of the 
urinary bladder, mostly intramural and completely obstructing 
both ureteral orífices. Bilateral hydroureter, hydronephrosis and 
pyelonephritis followed. The tumor extended to the vesico-vag'- 
nal septum and showed pelvic lymph node matastas.es. The left 
hypogastric vein was partially obstructed by a thrombus and ex- 
hibited definite evidence of thrombophlebitis. 
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An embolus migrated to the right pulmonary artery account- 
ing for the final sudden episode and death. 

Anatómica! Diagnosis: 

(1) Chronic cystitis glandulares 

(2) Adenocarcinoma of urinary bladder with extensión 
to ves.ico-vaginal septum and metastases to pelvic 
lymph nodes 

(8) Hydroureter and hydronephrosis, bilateral, due to 
tumoral obstruction 

(4) Chronic pyelonephritis, bilateral 

(5) Thrombophlebitis of left hypogastric vein 

(6) Pulmonary embolism, right pulmonary artery 

(7) Focal atelectasis 

(8) Atheromatosis. of aorta, far advanced 

(9) Generalized arteriosclerosis, modérate 

(10) Chronic cervicitis 



DR. MANUEL QUE VE DO BAEZ 
Ha fallecido 


Lista ya para entrar en prensa la presente edición del Boletín, 
en la cual incluimos los discursos pronunciados durante el home¬ 
naje que rindiera la Asociación Médica de Puerto Rico, el sábado 
22 de octubre ppdo., a su ilustre fundador y primer presidente 
con motivo de la develación del retrato al óleo que le fuera he¬ 
cho en fecha reciente, recibimos la triste noticia del sensible fa¬ 
llecimiento de este ilustre médico, acaecido en su residencia en 
Santurce en la tarde del martes 22 de noviembre. 

Sabíamos que don Manolo, como cariñosamente le llamába¬ 
mos, estaba herido de muerte, desde el momento preciso en que, 
por primera vez en su larga y fecunda vida, nos presentó sus ex¬ 
cusas por no poder trasladarse al domicilio de la Asociación Mé¬ 
dica para recibir el homenaje de sus colegas en el acto celebrado 
el 22 del pasado mes; pero nunca pensamos que nos veríamos 
privados de hacerle entrega de una de las primeras copias de esta 
edición para darle la satisfacción de tener un recuerdo más de su 
q uerida A s ocia ció n. 

En nuestra próxima edición publicaremos una- nota necroló¬ 
gica del ilustre médico fenecido y dejamos en las páginas que si¬ 
guen —tal como lo habíamos planeado — el testimonio del cariño 
y la admiración que siempre tuvieron para- el gran amigo desapa¬ 
recido todos los miembros de la clase médica puertorriqueña. 
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Dk. Manuel Quevedo Báez 


Retrato al óleo Que fue develado el día 
22 de octubre de 1955 en el domicilio de 
la Asociación Medica como tributo de ad¬ 
miración y cariño hacia nuestro funda¬ 
dor y primer presidente. 
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HOMENAJE AL DR. MANUEL QUEVEDO BAEZ CON MOTI¬ 
VO DE LA DEVELACION DE SU RETRATO EN LA 
ASOCIACION MEDICA DE PUERTO RICO 


PALABRAS DEL PRESIDENTE 
Compañeros, Damas y Caballeros: 

Estamos reunidos aquí esta tarde para rendirle un tributo 
más de nuestro cariño y admiración a uno de los miembros más 
venerados y queridos de nuestra Asociación. 

En varias ocasiones anteriores le hemos honrado en distintas 
formas, pero la actual dirección de la Asociación ha creído que en 
esta nuestra casa debía existir un recuerdo imperecedero de este 
compañero que no se conformó con escribir la historia de la me¬ 
dicina en Puerto Rico, sino que hizo gran parte de esa historia 
al fundar y ayudar a sostener por más de medio siglo esta gran 
Asociación Médica que es hoy la mayor satisfacción de su vida. 

El Dr. Manuel Quevedo Báez es para la clase médica de Puerto 
Rico un apóstol. Por la sencillez, y la humildad que le han carac¬ 
terizado durante su larga vida, que Dios guarde, ha sido admira¬ 
do y querido por todos los que han tenido la dicha de conocerle 
y de tratarle. 

Médico de profundos conocimientos, su consagración a la pro¬ 
fesión y su ética intachable son de todos conocidas, así como sus 
dotes de escritor y literato. 

El Dr. Quevedo Báez ha visto tres generaciones de médicos 
desfilar ante sus ojos de padre de esta Asociación y yo les pue¬ 
do asegurar que hoy se siente muy contento y orgulloso al ver la 
pléyade de jóvenes galenos que se suman diariamente a las fi¬ 
las de esta Asociación que él fundara en unión del Dr. Stahl y otros 
compañeros insignes y de la cual fué el primer presidente. 

Yo me sitúo en la segunda de estas tres generaciones de mé¬ 
dicos que ha conocido bastante bien al Dr. Quevedo Báez y me sien¬ 
to muy complacido de que nuestra Asociación le brinde hoy este 
sencillo tributo de amor y veneración. 

Muchas gracias. 

Ricardo F. Fernández, M.D. 

* * * 

EN LA DEVELACION DEL RETRATO 
DEL I)R. MANUEL QUEVEDO BAEZ. 

El Dr. Guzmán Rodríguez dijo ... . 

Asistimos a un acto de justo reconocimiento, a la figura pro¬ 
cer del fundador y primer presidente de la Asociación Médica de 
Puerto Rico. El Dr. Manuel Quevedo Báez, quien a fuerza de ta- 
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lento, gentileza y austeridad se volvió noble, representa en estos 
momentos, “la dichosa edad y siglo dichoso aquel” de románticos 
hidalgos, “de lanza y astillero y adarga antigua” que creyeron que 
el placer del deber cumplido, bien podía comprarse al precio de 
la escasez y de la miseria. 

Por esas razones, en esta otra edad y en este otro venturoso 
siglo, cuando las lanzas y las adargas sólo se vislumbran en las sa¬ 
las abandonadas y solitarias de los museos, vemos sin embargo la 
figura procer del último de nuestros hidalgos, encorvado por los 
años pero erguido por la austeridad, que en su andar trémulo y 
vacilante, vive desgranando el rosario de la pobreza y musitando 
la oración de la dignidad. 

Hemos dicho en múltiples ocasiones que la historia de Puer¬ 
to Rico no podría escribirse si se soslaya la influencia que la pluma 
de sus médicos ejerciera a despecho de las intransigencias colonia¬ 
les, en el desarrollo de las ideas y en la defensa y mantenimiento 
de los ideales. 

Betances y Alonso, Padilla y Zeno Gandía, Barbosa y Gómez 
Brioso, Guzmán Rodríguez y Martínez Roselló, Font y Guillot y 
Quevedo Báez fueron entre otros muchos los portavoces militan¬ 
tes del vía crucis dolorosa del criollo. 

En la rutina de aquella devoción en que la elevación del ca¬ 
rácter y práctica de las virtudes ciudadanas, eran timbres recono¬ 
cidos de nobleza, los médicos oficiaban en el templo del pe¬ 
riodismo y fueron sus tribunas: Borinquen de Betances, La Co¬ 
rrespondencia de Zeno Gandía, El Tiempo de Barbosa, El Labo¬ 
ratorio de Guzmán Rodríguez, La Verdad Médico Social de Font 
y Guillot y El Palenque de Quevedo Báez. 

De ese grupo de irreductibles paladines, sólo nos queda, 

... Don Manuel Quevedo Báez ... 

Hemos pronunciado su nombre envolviéndolo en la penumbra del 
susurro, para que nadie, absolutamente nadie, al enterarse de que 
aún vive, nos lo quiera arrebatar. Bien puede decir Quevedo Báez 
remedando al ciego de Esmirna y recordando aquella generación 
de desaparecidos titanes: 

“Desciendo de esa sangre y me glorío.” 

Desde el año 1894, Quevedo Báez inicia su obra médico so- 
c : al en Puerto Rico, campeando a veces como uno de los más atil¬ 
dados prosistas de la literatura regional y otras veces clamando 
desde la tribuna del Ateneo, del cual fué eximio Presidente, por 
un Puerto Rico mejor para las clases desheredadas de la fortuna. 

Hombre incapaz de avenirse al yugo de hipócritas claudica¬ 
ciones en complicidad con los vanos halagos, llegó a los altos pues¬ 
tos por méritos propios, ya que deslindando con austeridad los cam- 
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pos de la politiquería, había sido señalado como un inveterado iz¬ 
quierdista de peligrosos matices radicales. 

Así fué Secretario del Tribunal de Médicos Examinadores des¬ 
de su fundación y Presidente hasta el 1931; fundador y Presidente 
de la Asociación Médica de Puerto Rico hasta el 1904; médico de 
la Policía Insular durante un cuarto de siglo hasta el 1950 y Di¬ 
rector de Higiene Escolar de San Juan hasta el 1927. 

Fué un devoto servidor público de recio temple, habiendo des¬ 
empeñado todos los puestos desde los humildes de médico titular 
de Puerta de Tierra y visitante del Lazareto, hasta la presidencia 
de la Asociación Médica de Puerto Rico. A todos ellos llevó su ele¬ 
gante austeridad y los puestos más humildes dejaron de serlos, 
cuando fueron por él desempeñados. 

Gran parte de la obra científica y literaria de Quevedo Báez 
vió la luz pública en El Boletín de la Asociación Médica, Heraldo 
Español, correspondencia de Puerto Rico, Puerto Rico Ilustrado y 
El Palenque de la Juventud. 

Indice de la más tesonera voluntad en la literatura y en la 
ciencia médica regional, lo fué sin duda nuestro ilustre amigo, 
quien en su obra polifacética enfocó todos los problemas de su 
tierra con amor y valentía. 

Sería vano alarde o injustificado despropósito, intentar un 
estudio bibliográfico, no empece lo minúsculo, de la obra científico 
literaria de Manuel Quevedo Báez. 

Pero alarde o despropósito, no sería posible ignorar ni menos 
silenciar el aporte que relevante y generoso hiciera nuestro dilecto 
amigo, a la causa de la liberación del isleño, consumido por la mi¬ 
seria y roído por la ignorancia. 

Los estudios que sobre medicina forense, terapéutica social 
del delito, métodos para combatir el desarrollo del alcoholismo, 
sicología infantil y relaciones sociales entre el hogar y la escuela, 
fueron trabajos documentados, honra y prez de la sociología y de 
la sonora lengua castellana. 

Pero el Dr. Quevedo Báez fué además de literato insigne y 
maestro indiscutible del buen decir, higienista notable de relevan¬ 
te cultura científica, que supo enfocar al mismo tiempo los pro¬ 
blemas sanitarios de su tierra, en sabias disertaciones sobre la fie¬ 
bre amarilla, tuberculosis infantil, prevención de la uncinaria, pro¬ 
tección a la infancia en la lucha antituberculosa y gastro enteritis 
infantil. 

Vamos a develar el retrato del Dr. Quevedo Báez. Vamos una 
vez más a homenajear al médico insigne que habiendo legitimiza- 
do su derecho a la gloria y al recuerdo, a través de medio siglo de 
luchas sin cuartel, escribe en sus últimos años, cuando estaba jus- 
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tificada la levedad del espíritu y el legítimo descanso, la historia 
de la medicina en Puerto Rico. 

La Asociación Médica de Puerto Rico está en deuda con el 
Dr. Quevedo Báez. Los esfuerzos titánicos de los últimos años pa¬ 
ra solventarla, han sido dignos de encomio, pero la magnitud de la 
deuda ha sobrepasado los esfuerzos de los deudores. 

El Colegio de Abogados de Puerto Rico en un acto de com¬ 
prensiva solidaridad, estableció para Don Roberto H. Todd, una se¬ 
cretaría vitalicia. 

Y nosotros, ante la magnitud de la deuda, ¿qué vamos a ha¬ 
cer nosotros, por nuestro Dr. Manuel Quevedo Báez? 

Que no se diga como en ocasión memorable dijera Rufino Blan¬ 
co Fombona, que 

“En América debemos convencernos que no es bastante pro¬ 
ducir varones ilustres, que es necesario merecerlos.” 

* * * 

PALABRAS DEL DR. O. GARCIA QUEVEDO 

Es para mi un verdadero privilegio y un honor inmerecido, 
encontrarme en la tarde de hoy participando en acto de tan sig¬ 
nificada magnitud y trascendencia. Pero gracias al deseo expre¬ 
sado por el homenajeado, para mí, mandato ineludible, exteriori¬ 
zado en los estrechos y limitados espacios de un telegrama, y luego 
reafirmado personalmente, cumplo a la altura de mis escasos y po¬ 
bres facultades ese deber: copiplacer al Dr. Manuel Quevedo Báez, 
mi dilecto tío, padrino y padre espiritual, representándolo en este 
acto solemnísimo. 

Dicen los sociólogos organicistas que los hombres, al igual 
que los pueblos y sus Instituciones, son organismos simples, con 
parecidas modalidades funcionales, taras, degeneraciones, etc. Y 
que son eternamente jóvenes, mientras vivan la etapa del yo per¬ 
sonal, pero éste tiende a acoplarse y es el carácter el que busca 
y propicia esa conjunción, que al verificarse, les imprime el sello 
de la “personalidad” dejando de ser imitativos, desoyen ajenas su¬ 
gerencias para tornarse “autónomos”. En cuanto al hombre, este 
deja de ser esbozo, y adquiere los relieves maravillosos de la “per¬ 
sonalidad”, llevando entonces en su mente, la brújula que le orien¬ 
tará en el curso que seguirá en su diario desenvolvimiento. Son ellos 
los que al caminar dejan sobre el sendero sus huellas bien profun¬ 
das a su naso ñor la vida. Deseó siempre el Dr. Quevedo Báez, la 
Casa del Médico, pero como el deseo es algo vago que nos inclina 
al objeto que lo provoca —desear es una manifestación subcons¬ 
ciente— fue más allá y se adentró en el querer. Querer es la con¬ 
centración de la mente en una visión única, traducida luego en la 
compactación de todo el Ser en una sola ejecución, y como el que 
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sabe querer, sabe también obrar, he aquí su fruto: Esta Casona 
que acoge reverente a los apóstoles del dolor, para unirlos en la 
comprensión, en la amistad y en el compañerismo. Como honrar 
honra, los que hoy conllevan la responsabilidad de la dirección de 
clase tan selecta; de esta Asociación Médica de Puerto Rico, po¬ 
nen de relieve una vez más su condición de madurez como agru¬ 
pación, exaltando la personalidad de su fundador y primer presi¬ 
dente el Dr. Manuel Quevedo Báez, reconociéndole su gesta, co¬ 
locando en sitio privilegiado la vera efigie de su persona, en ese 
óleo magistral, que copia con exactitud los perfiles de su figura, 
y que servirá para decirles a las generaciones presentes y a las 
venideras, que gracias a su deseo, a su esfuerzo y a su actuación, 
se levanta para orgullo y honra de Puerto Rico este sitial, que a 
semejanza de los templos, debe siempre conservar su prístina pu¬ 
reza: que se queden de puerta afuera, los egoísmos, las envidias, 
los odios y las malquerencias, y que impere supremo el amor en 
todos sus recintos. Es así como lo concibió Quevedo Báez, y es así 
como deben mantenerla, los que tienen el alto privilegio de fre¬ 
cuentarla. Manolo (permítaseme así llamarlo) es un apasionado 
luminoso que borra los defectos al amigo; exalta su desprecio por 
ledo cuanto juzga mezqu : no; jamás exagera elogios a lo que es¬ 
tima grande; es en fin, de los que reconocen que en el vivir no se 
cosechan delicias solamente, ya que cada placer tiene su sombra 
en el dolor, y sabe que el auténtico y legítimo deber del hombre, 
es el de comportarse en cada instante, del modo que pueda propi¬ 
ciar el mayor bien al mayor número de sus semejantes. 

Ojalá y sigáis ascendiendo por los escalones de alabastro de la 
escalera espiritual que os llevarán a ese ansiado ideai de progreso y 
perfeccionamiento que anida en la mente de todo ciudadano ínte¬ 
gro tan digno de ustedes y de esta maravillosa Asociación Mé¬ 
dica de P. R. Creo firmemente en vuestro presente, grande y ad¬ 
mi sable, pero estoy más seguro de vuestro gran porvenir. 

Si logran Uds. como hasta el presente imprimirle a esta Aso¬ 
ciación Médica las características de una agrupación, en que la 
más acabada ética, sea obligada urdimbre de cada socio y la amis¬ 
tad y el compañerismo, características inviolables en su seno, lleva¬ 
rán al alma y al corazón del homenajeado, que por tener un alma 
grande, acumula gran cantidad de dolores, entre ellos, su ausen¬ 
cia obligada a este acto enaltecedor para su persona, el homenaje 
espiritual más halagador y el más preciado reconocimiento. Y 
como él tiene erigido un altar en mi corazón, que lo ocupa por 
completo, me autoriza decirles a todos en su nombre: Gracias, mu¬ 
chas gracias por este acto de hoy. 





PROGRAMA DE LA QUINCUAGESIMA SEGUNDA ASAMBLEA 
ANUAL DE LA ASOCIACION MEDICA DE PUERTO RICO 

Diciembre 6-10, 1955 

HUESPEDES DE HONOR 



ELMER HESS, M.D. 
Presidente de la Asociación Médica 
Americana; Jefe de la Facultad, St. 
Vincent’s Hospital; Jefe del Departa¬ 
mento de Urología, Hamot Hospital, 
Erie, Pa. 



BERNARD J. ALPERS, M.D. 
Profesor de Neurología y Jefe del 
Departamento de Neurología, Colegio 
Médico de Jefferson, Philadelphia, 
Pa. 



ARNOLD R. RICH, M.D. 
Profesor y Director del Departamen¬ 
to de Patología, Escuela de Medici¬ 
na de la Universidad de John? Hop- 
kins, Baltimore, Md. 



JEROME W. CONN, M.D. 
Profesor de Medicina Interna y Di¬ 
rector de Endocrinología y Metabo¬ 
lismo, Escuela de Medicina de la Uni¬ 
versidad de Michigan, Aun Arbor, 
Michigan. 
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JOHN H. GARLOCK, M.D. 

Profesor de Cirugía Clínica, Escuela 
de Medicina de la Universidad de Co- 
lumbia, New York, N. Y. 


RUFUS H. ALLDREDGE, M.D. 
Profesor Asociado de Cirugía Ortopé¬ 
dica Clínica, Escuela de Medicina de 
la Universidad de Tulane, New Or- 
leans, La. 



WILLIAM F. FINN, M.D. 
Profesor Asistente Obstetricia y Gi¬ 
necología, Colegio Médico de Cornell, 
New York City. 
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CAMARA DE DELEGADOS 

Reuniones Administrativas 

Sábado, 3 de diciembre, 2:00 p.m. 

La Cámara de Delegados celebrará su primera reunión a las 
2:00 de la tarde del sábado, 3 de diciembre, en el salón de actos 
de la Asociación. 

A esta reunión deberán asistir, además de los miembros de la 
Cámara, los presidentes de los comités permanentes de la Asocia¬ 
ción. Los asuntos se discutirán en el orden siguiente: 

(a) Llamada al orden 

(b) Constitución de la Cámara 

(c) Lectura y aprobación de informes 

(d) Asuntos a tratar 

Martes, 6 de diciembre, 2:00 p.m. 

La segunda reunión de la Cámara de Delegados se llevará a 
efecto en el domicilio de la Asociación el martes, 6 de diciembre, 
a las 2:00 de la tarde, y se observará el siguiente orden: 

(a) Llamada al orden 

(b) Informe del Comité de Nominaciones 

(c) Elección de funcionarios para el año 1956. 

(d) Asuntos a tratar 

MARTES, 6 DE DICIEMBRE 

Hotel Caribe Hilton 
8:00 p.m. 

Presidirá el Dr. Agustín M. de Andino, Jr. 

1. Palabras de Bienvenida, Agustín M. de Andino, Jr., M.D. 

2. Entrega de premios 

(a) Medalla “Dr. Manuel Quevedo Báez” 

(b) Medalla al mejor estudiante de medicina de la Es¬ 
cuela de Medicina de la U.P.R. 

(c) Premio al mejor trabajo publicado en el Boletín de 
la Asociación Médica de Puerto Rico - año 1955. 

3. Discurso presidencial, Ricardo F. Fernández, M.D. 

4. Palabras del Presidente de la Asociación Médica Americana. 

Elmer Hess, M.D. 


Recepción presidencial. 
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9:30 

9:55 

10:20 

10:35 

11:00 


2:30 


4:00 

4:20 
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MIERCOLES 7 DE DICIEMBRE 
Hospital Presbiteriano 
(Casa de Enfermeras) 

9:30 a.m. 

Presidirá el Dr. Dwight Santiago 

a.m. Dextrocardia and Situs inversus totalis - Report on 
four cases in one family. 

Dwight Santiago-Stevenson, M.D. and 
Pedro Ortiz-Santiago, M.D. 
Thrombophlebitis Migrans associated with Neoplasia. 

Roberto Jiménez-López, M.D. 

Intermission 

Obstetrical Hemorrhage and Hypofibrinogenemia. 

Armando García-Castillo, M.D. 
Pseudomyxoma Peritonii due to Ruptured Appendicial 
Mucocoele with Carcinoid Tumor - Report of Case. 

Pedro A. Suau, M.D. and 
Raúl Marcial, M.D. 

MIERCOLES 7 DE DICIEMBRE 
Escuela de Medicina 
(Auditorium, Puerta de Tierra) 

2:30 p.m. 

Presidirá el Dr. E. Harold Hinman 

p.m. Symposium: Certain Aspects of Anemias as Seen in 
Puerto Rico. 

(a) Nutritional Anemias 

A. A. Cintrón-Rivera, M.D., R. S. Díaz-Rivera, 
M.D., and Miss Josefina Acosta-Matienzo, M.S. 

(b) Sickle-cell and related hereditary anemias. 
Antonio Ortiz, M.D., M. Vicente de Torregrosa, 
Ph.D. and A. Rivera Trujillo, M.D. 

(c) Anemias of Pegnancy. 

M. Fernández-Fuster, M.D., C. R. García, M.D., 
and A. Cintrón-Rivera, M.D. 

(d) The Role of Surgery in Puerto Rican Anemias. 

J. Noya-Benítez, M.D. and F. Raffucci, M.D. 

(e) Discussion. 

p.m. Clinical Study of Urosulfin. 

Luis A. Sanjurjo, M.D. 

p.m. Technique of Dacryocystorhinostomy. (Illustrated 
by motion picture) Guillermo Picó, M.D. 
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MIERCOLES 7 DE DICIEMBRE 

Asociación Médica 
8:30 p.m. 

Presidirá el Dr. Arturo L. Carrión 

8:30 p.m. Reparación plástica del párpado superior tras excisión 
de carcinoma (película). 

Ricardo F. Fernández, M.D. 

8:45 p.m. Clinical Implications of Aldosterone, the Newly Re- 
cognized adrenal Steroid. Jerome W. Conn, M.D. 

9:30 p.m. The General Practitioner as an Urologist. 

Elmer Hess, M.D. 

JUEVES 8 DE DICIEMBRE 
Hospital de la Capital 

(Anfiteatro, Dispensario Escuela de Medicina) 

8:30 a.m. 

Presidirá el Dr. Fernando A. Battle 


8:30 a.m. Ward rounds, all Services. 


9:00 

The Problem of Urethrotrigonitis in Women. 

Roberto Fortuño, M.D. and 
Benigno Rodríguez-Lucca, M.D. 
Discussion: Luis A. Sanjurjo, M.D. 

9:20 

Sickle cell Anemia complicating Pregnancy. 

Paul Mari-Rodríguez, M.D. 
Discussion: Manuel Fernández-Fuster, M.D. 

9:40 

Results of the Surgical Treatment of Peptic Ulcer at 
the San Juan City Hospital. 

Ricardo Arredondo, M.D. 
Discussion: José Noya-Benítez, M.D. 

10:00 

The Heart and its Relation to Thyroid Dysfunction. 

Roberto Rodríguez, M.D. 
Discussion: Agustín M. de Andino, M.D. 

10:20 

Intermission 

10:40 

Aminophylline Overdosage in Children. 

Arnaldo García, M.D. 
Discussion: Etervina Figueroa, M.D. 

11:00 

i ' 

Clinicopathological Conference. 

Jerome W. Conn, M.D. 
Enrique Koppisch, M.D. 
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JUEVES 8 DE DICIEMBRE 

Asociación Médica 
2:00 p.m. 

Presidirá el Dr. Ramón A. Sifre 


2:00 p.m. Tri-Demensional Drawing for the Blind. 

(With Demonstrations). Mr. George Wally 

2:20 Ultra Sound Therapy - Some personal Observations. 

Hermán J. Flax, M.D. 

2:40 Congenital Familial Telangiectasia. 

A. A. Cintrón-Rivera, M.D. and 
José A. de Jesús, M.D. 
3:00 Bilharzial Heart Disease in Puerto Rico: Cor Pulmo- 

nale due to Schistosomal Pulmonary Endarteritis. 

Ernesto J. Marchand, M.D., Roberto Rodrí¬ 
guez, M.D., Raúl Marcial-Rojas, M.D. and 
Gerardo Polanco, M.D. 

3:20 On the Evaluation of Dyspnea in the Patient with 

Pulmonary Tuberculosis. 

Hilda García de la Noceda, M.D, 
and José M. Torres, M.D. 
3:40 The Midline Cervical Disc Syndrome. 

Nathan Rifkinson, M.D. 

4:00 The Problem of Cerebral Aneurysm. 

Bernard J. Alpers, M.D. 
4:45 Induction and Stimulation of Labor. 

William F. Finn, M.D. 

(La noche del JUEVES estará libre para actividades 
sociales de grupos) 


VIERNES 9 DE DICIEMBRE 


Hospital San Patricio 
8:30 a.m. 

Presidirá el Dr. José Chaves-Estrada 


8:30 a.m. 
9:30 

9:50 


10:10 


Ward Rounds, all Services. 

Electrolyte Changes in Congestive Heart Failure. 

Eli A. Ramírez, M.D 

Follow-up Report on Carcinoma of the Stomach. 

Luis A. Passalacqua, M.D., and 
Héctor M. Nadal, M.D 
Thrombocytopenic Purpura due to Fuadin. 

Julio V. Rivera, M.D., H. Rodríguez, 
M.D. and E. Pérez-Santiago, M.D. 
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10:30 


10:50 


11:10 


1:00 p.m. 


2:30 p.m. 


3:30 

3:50 

4:10 

4:30 

5:15 


8:15 p.m. 


9:00 


9:15 


Follow-up Report on Carcinoma of the Lung. 

Alfred L. Axtmayer, M.D. and 
José A. Sárraga, M.D. 
Responsibility of the Radiologist in the Diagnosis of 
Chest Diseases. 


Laszlo Ehrlich, M.D. 

Clinicopathological Conference. 

F. Hernández-Morales, M.D. and 
Félix M. Reyes, M.D. 


Lunch. 


VIERNES 9 DE DICIEMBRE 
Asociación Médica 
2:30 p.m. 

Presidirá el Dr. Eugenio M. de Hostos 

Symposium: Breast Cáncer 

Raúl A. Marcial-Rojas, M.D., Moderator 
Luis A. Vallecillo, M.D. 

Ramón E. Llobet, M.D. 

Pablo Luis Morales, M.D. 

Víctor A. Marcial, M.D. 

Múltiple Cancers. Pablo Luis Morales, M.D. 

Cáncer del Esófago. 

Jaime L. Costas-Durieux, M.D. 
Cáncer of the Colon in Puerto Rico. 

Raúl A. Marcial-Rojas, M.D., 
and Rubén Medina, B.S. 
The Surgical Treatment of Cáncer of the Esophagus 
and Cardia with an Appraisal of Long Term Results. 

John H. Garlock, M.D. 
Studies on the Pathogenesis of Cirrhosis of the Liver. 

Arnold R. Rich, M.D. 

VIERNES 9 DE DICIEMBRE 
Asociación Médica 
8:15 p.m. 

Presidirá el Dr. José A. de Jesús 

The Cineplastic Method for Upper Extremity Ampu- 
tation. (Illustrated by motion picture) 

Rufus H. Alldredge, M.D. 
The Diagnosis and Treatment of sciatica. 

Bernard J. Alpers, M.D. 
Differential Diagnosis and Treatment of Spontaneous 
Hypoglycemia. 

Jerome W. Conn, M.D. 
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9:30 

9:50 

10:10 

10:30 

10:50 

11:35 


2:00 

2:20 

2:40 

3:00 


SABADO 10 DE DICIEMBRE 

Asociación Médica 


9:30 a.m. 

Presidirá el Dr. Eli A. Ramírez 

a.m. Milk Allergy in Children. Joseph Aponte, M.D. 

Mucoviscidosis. E. S. Colón-Rivera, M.D. and 

Rafael Blasini, M.D. 

The management of Special Problems in the Chemo- 
therapy of Tuberculosis in Infants and Children. 

José E. Sifontes, M.D. 

Hepatitis: Analysis of 175 cases. 

Carlos E. Bertrán, M.D., Ramón A. 
Sifre, M.D., Calixto A. Romero, M.D. 
and J. A. de Jesús, M.D. 

Studies on the Nature and Effects of Hypersensitivity 

Arnold R. Rich, M.D. 

Management of Abnormal Bleeding at Term. 

William F. Finn, M.D. 

SABADO 10 DE DICIEMBRE 
Asociación Médica 
2:00 p.m. 

Presidirá el Dr. A. M. de Andino 

p.m. Studies on Insulin Zinc Modifications. 

Manuel E. Paniagua, M.D., A. M. de 
Andino, M.D., Emilio Ramírez Kohl, 
M.D. and José H. Rivera, M.D. 

Determination of Blood Volume in Healthy Puerto 
Ricans using Chromium 51. Roberto Buso, M.D. 

Fibrinolytic Purpuras 

E. Pérez-Santiago, M.D. and 
C. E. Butterworth, M.D. 

The Intravenous Cholangiogram in the Diagnosis of 
Biliary Tract Disease. 

F. Hernández-Morales, M.D. and 
Pablo Luis Morales, M.D. 
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3:20 Low Back Pain with and without Sciatica. 

Rufus H. Alldredge, M.D. 

4:05 Surgical Therapy of Cáncer of the Colon and Rectum. 

John H. Garlock, M.D. 

4:50 Toma de posesión de la nueva directiva, 

EXHIBICIONES CIENTIFICAS 

Las siguientes exhibiciones científicas estarán instaladas en 
el salón que ocupa la Biblioteca en la segunda planta del edificio: 

Servicios que presta el Departamento de Salud. 

Departamento de Salud 

“Social Workers Help Heart Patients” 

Departamento de Salud 

Labor que realiza el Negociado de Niños Lisiados. 

Departamento de Salud 

“Congenital Heart Disease” 

Egidio S. Colón Rivera, M.D. 

“The Diagnostic Valué of Laminography” 

Laszlo Ehrlich, M.D. 

El problema del cáncer en Puerto Rico. 

Liga Puertorriqueña Contra el Cáncer 

Diagnóstico diferencial de la tuberculosis. 

Clínica Antillas 


El diagnóstico citológico. 


Enrique Koppisch, M.D. 


Tumors in Puerto Rico 


Raúl A. Marcial, M.D. 

Gustavo Ramírez de Arellano, M.D. 
Antonio Puras, M.T. 

Rafael Ramírez, B.S. 

Tri-Dimensional Drawing for the Blind 


George Wally 
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EXHIBICIONES TECNICAS 


Durante los días de la Asamblea las siguientes firmas exhi¬ 
birán sus productos en el edificio de la Asociación. 

Cordialmente invitamos a los concurrentes a la asamblea a 
visitar todas y cada una de dichas exhibiciones. 


ABBOTT LABORATORIES PUERTO RICO, INC. 
AMERICO MIRANDA (Carnation) 

CIBA PHARMACEUTICAL PRODUCTS 
COMERCIAL GODEL 
DELGADO, DOMINGO (Librería) 

ELI LILLY PAN AMERICAN CORP. 

E. R. SQUIBB & SON INTER-AMERICAN CORP. 

H. J. HEINZ CO., San Juan 
HOFFMAN LA ROCHE 
LABORATORIES PFIZER 
LABORATORIOS TERRIER 
LEDERLE LABORATORIES COMPANY 
LIBBY, McNEILL & LIBBY 

MADISON PHARMACEUTICAL LABORATORIES 
MEAD JOHNSON & COMPANY 

NESTLE’S MILK PRODUCTS, INC. 

PARRE DAVIS INER-AMERTCAN CORP. 

PET MILK COMPANY (B. Fdez. & Hnos., Sucrs.) 
ROBINS (Luis Garratón) 

SANDOZ PHARMACEUTICALS 

SHARP & DOHME INTER-AMERICAN CORP. 

SCHERING LABORATORIES (César Castillo) 

SMITH KLINE & FRENCH INTERAMERICAN CORP. 
THE ARMOUR LABORATORIES (Luis Garratón) 

THE BORDEN COMPANY 

WINTHROP-STEARNS, INC. (Sterling Products) 
WYETH (Francisco N. Castagnet) 


INSTITUTO DE INVESTIGACIONES CLINICAS Y MEDICAS 
Clínica de la Concepción; Madrid 
Cursos Postgraduados 1955-56 

Bajo la dirección del Prof. C. Jiménez Díaz, la Escuela de 
Post-Graduados del Instituto de Investigaciones Clínicas y Médi¬ 
cas, Clínica de la Concepción, organiza para el próximo Curso 1955- 
56, una serie de Cursos de Ampliación para alumnos que hayan 
terminado el período de la Licenciatura, o para Médicos en ejerci¬ 
cio profesional, más o menos largo, que deseen renovar o ampliar 
sus conocimientos de Clínica, general o especializada, o de técni¬ 
cas de investigación, exploración o terapéutica. Con ello cumple 
uno de sus objetivos principales. 

Los cursos se dividen en cuatro tipos: según su duración e in¬ 
tensidad : 

1— Cursos Generales 

2— Cursos Especiales 

3— Cursos Monográficos 

4— Cursos Convenidos Para Especialización. 

Los diferentes cursos generales, especiales y monográficos, en 
total 26, corresponden a las siguientes materias: 

1— Aparato Digestivo. 

2— Aparato Circulatorio 

3— Sangre y órganos linfáticos 

4— Aparato Respiratorio 

5— Sistema Nervioso 

6— Endocrinología y Nutrición 

7— Neurología 

8— Reumatismo 

9— Alergia 

10—Dermatología 

La inscripción para todos los cursos debe solicitarse por carta 
o instancia a la Secretaria General del Instituto de Investigaciones 
Clínicas y Médicas, Clínica de la Concepción, Avenida de los Reyes 
Católicos, Número 2, Madrid (España), a nombre del Doctor Don 
Miguel Bañón Penalba, Secretario General. 

El programa detallado de los cursos está a disposición de los 
médicos en la Biblioteca de la Asociación Médica de Puerto Rico. 
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ECONOMICAL ! 


SflLfS 


You can help young parents 
save up to $50 on baby’s food 
bilí the first year alone—Pet 
Evaporated Milk costs less 
than any other form of milk, 
jar less than special injant 
jeeding preparations. 


Favored Form 
oj Milk jor 
Injant Formula 


PET MILK COMPAN Y, ARCADE BUILDING, ST. LOUIS 1, MISSOURI 


Distribuidores: B. FERNANDEZ & HNOS., INC. 
San Juan, Puerto Rico 
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Chloral Hydrate in Suppository Form 



The NEOCERA Base 
A special blend of water-soluble 
waxes requiring no refrigeration. 
Advantages 

Non-barbiturate, non-cumulative 
and no gastric disturbances. Ac- 
curate and pre-measured dosage 
without any rectal discomfort or 
irritation. No leak-back after in- 
sertion. Rapid solubility assures 
prompt sedation. 

Supplied 

Aquachloral Supprettes, 5 grains 
(green), 10 grains (blue), 15 grains 
(yellow) in jars of 12. 


Professional Samples Upon Request 


MEMPHIS 3, TENNESSEE 


IwebstTrT 


ID 
















óptima en 
la higiene 
femenina 

claroon 


Por su indiscutible elegancia cosmética, clarbon satisface aún a las 
damas más escrupulosas. La eficacia terapéutica de clarbon, unida a 
sus propiedades como ducha detersoria, desodorante y desinflamante, 
son razones que explican su preferencia para la higiene rutinaria de la mujer. 

La solución de clarbon, con su grado pH 3.5 a 4.5, restaura la acidez 
normal del conducto vaginal y su baja tensión superficial 
aumenta su eficacia terapéutica. 

La ducha vaginal con clarbon se prepara fácilmente, disolviendo dos 
cucharaditas llenas del polvo, por cada litro de agua tibia, 

aplicándose luego como irrigación en la forma acostumbrada. 

El polvo clarbon se presenta en tarros de tres onzas. 


THE S. E. MASSENGILL COM PAN Y 

Bristol, Tennessee 


Distribuidores: COMERCIAL 60DEL, INC. • Calle Europa 802, 
Santurce, P. R. • Tel, 3-1061 * P.O. Box 1081, San Juan, P. R. 


acción antibacteriana 
y desodorante rápida 
en la otitis 



Furacin 

marca del nitrofurazone Eaton 

Oto-Solución Anhidra 



FURACIN 
MUYUROUS 
Mfí SOLUTIOff 

'••and QF nitrofurazone 



El Furacin, por las grandes ventajas que presenta, sim¬ 
plifica extraordinariamente el tratamiento de las otitis 
media y externa. Ejerce acción antibacteriana sobre la 
gran mayoría de los gérmenes importantes clínicamente. 
La mayor parte de los pacientes se curan o mejoran nota¬ 
blemente muy pronto 1 - 2 . A los enfermos con otitis media 
crónica les agradará porque reduce considerablemente la 
secreción con mal olor 3 . 

(1) Douglass, C. C.: Laryngoscope 58: 1274, 1948; (2) Anderson, J. R„ y 
Steele, C. H.: Laryngoscope 58: 1279, 1948; (3) Long, P. H.: A-B-C’s oí 
Sutfonamide and Antlbiotic Therapy, Philadelphia, W. B. Saunders, 1948, 
p. 152. 

EFICAZ EN PRESENCIA DE PUS • SE MEZCLA FACILMENTE CON 
LOS EXUDADOS • VIRTUALMENTE NO IRRITANTE . TOXICIDAD 
TISULAR INSIGNIFICANTE • ESTABLE 

Formula: El Furacin Oto-Solución Anhidra (Furacin Anhy- 
drous Ear Solution N.N.R.) contiene 0,2% de Furacin disuelto 
en un líquido no acuoso, higroscópico, compuesto de glicol 
polietileno. 

Presentación : En frascos de 30 c.c., con cuentagotas. 



NORW1CH, NEW YORK, E.U.A 


IOS WTIOFBRANOS— UNA CIASE SINGULAR DE ANTIMICROBIANOS 0 |N (n] a PRODUCTOS OE LA INVESTIGACION CIENTIFICA DE EATON 


Distribuidores: CESAR CASTILLO, INC., Edificio Camaleglo 
Avenida Muñoz Rivera 70 - Hato Rey, Puerto Rico 
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A 

LOS SEÑORES MEDICOS 

Nos complacemos en recordarles que desde hace 25 
años somos distribuidores de los productos de ELI 

LILLY, 

de los cuales siempre tenemos completo 

surtido en existencia. 

J 

. M. BLANCO, INC. 


(Droguería Blanco) 

< 

j 



Para “Este Mundo Parasitado 


eficaz contra loé 

OXIUROS 

y las 

LOMBRICES 


‘Antepar’ es bien tolerado, 
con sabor a jarabe de fruta 
-agradable al paladar. 


JARABE DE‘ANTEPAR’ Marca de Fabrica 
Cítrato de Piperaclna 

Cada centímetro Cúbico contiene 
el equivalente de 100 miligramos 
de Hexahidrato de Piperacina. 

Frascos de 118 centímetros cú¬ 
bicos (4 onzas flúidas). 


BURROUGHS WELLCOME & C0. (U.S.A.) INC Tuckahoe 7, N. Y. 












THE NEW YORK POLYCLINIC 


ESCUELA DE MEDICINA Y HOSPITAL 


Organizada 

en 1881 


La Primera Institución Médica de América para Postgraduados 


PROCTOLOGIA Y 

OBSTETRICIA Y GINECOLOGIA 



GASTltOENTEROLOGIA 

Un curso completo. En Obstetri¬ 
cia; conferencias; clínica prenatal; 



Curso combinado que comprende 
asistencia a clínica y conferencias, 

presencia a partos normales y o- 
peratorlos; operatoria obstétrica 



Instrucción en exámenes, diagnósti¬ 
co y tratamiento, presenciar ope- 




raciones, visitas a las salas, de- 

En Ginecología; conferencias; 



mostraciones de casos, patología. 

exploración clínica; presencia di 



radiología, anatomía, proetología 

operaciones; examen pre-operato- 



operatoria sobre el cadáver. 

rio de pacientes; clínica post-ope- 
ratorla de las pacientes en las sa¬ 
las. 



UROLOGIA 

Patología obstétrica y ginecoló¬ 
gica; anestesia regional (en ca- 



Curso combinado en Urología, cu- 

dáver). Asistencia conferencias en 



brlendo un año académico (8 me¬ 
ses). Este curso comprende Ins¬ 
trucción en farmacología: fisiolo¬ 
gía; embriología; bioquímica; bar- 

Obstetricia y Ginecología. 



teriología y patología; trabajo 
práctico en anatomía quirúrgica y 

OJOS, OIDOS, NARIZ Y 



procedimientos urológicos opera¬ 
torios en el cadáver; anestesia re- 

GARGANTA 



glonal y general (cadáver); glne- 

Curso combinado de nueve meses 



cología en la oficina; diagnóstico 

consistente de asistencia a clínl- 



proctológico; el uso del oftalmos- 

cas, presencia en operaciones, con. 



copio; diagnóstico físico; interpre- 

lerendas, demostración de casos 



tación roentgenológica; Interpreta- 

y demostraciones en el cadáver; 



clón electrorardiográfica; derma- 

operaciones de ojos, oídos, nariz y 



tología y sifllología; neurología; 

garganta en el cadáver; demos- 



terapia física; Instrucción conti- 

tradones clínicas y en el cadáver 



nua en diagnóstico cistoendoscó- 

sobre broncoscopía, cirugía de la 



pico y manipulación del lnstru- 

laringe y cirugía facial; refracclo. 



mental quirúrgico; clínicas opera- 

nes; radiología; patología, bacte- 



torios; demostraciones en el tra- 

riología y embriología; fisiología; 



(amiento quirúrgico de tumores de 

neuro-anatomía; anestesia; uiedl- 



la vejiga y otras lesiones vesica- 

ciña física; alergia; examen pre- 



Ies, así como resección endoscó- 

operatorio y post-operatorlo de 



pica de la próstata. 

pacientes en las salas y clínicas. 



I’ara información sobre estos y otros cursos diríjase a: 


The Dean, 345 West 50th St., New York 19, N. Y. 


ASOCIACION MEDICA DE PUERTO RICO 

ASAMBLEA ANUAL 
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PROGRAMA RADIAL 

“LOS MEDICOS INFORMAN 


ESCUCHELO TODOS LOS DOMINGOS A 
LAS 12:00 M. 

A TRAVES DE LA WKAQ 
O LAS RADIOEMISORAS DE 
PONCE Y MAYAGUEZ 


❖ ❖ 


ASOCIACION MEDICA DE PUERTO RICO 

ASAMBLEA ANUAL 

DICIEMBRE 6-10, 1955 
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'Becotin with Vitamin C’ 

(VITAMIN B COMPLEX WITH VITAMIN C, LILLY) 





. . . To enhance convalescence in major surgery, 
severe burns, and febrile, gastro-intestinal, and 
wasting diseases; or whenever stress situations 
threaten to cause vitamin depletion. Often a 
helpful supplement in antibio tic therapy. 

‘Becotin with Vitamin C’ combines in one cap¬ 
sule therapeutic amounts of vital synthetic vita- 
mins of the B complex plus ascorbic acid and 
all the vitamina naturally occurring in desic- 
cated liver and stomach tissue. 


QUALITY j RESEARCH / INTEGRITY 

ELI LILLY PAN-AMERICAN CORPORATION 
Indianapolis 6, Indiana, E.U.A. 
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íhis NEWBST Seríes 


* . . is another achievement by AO 
Spenccr Scicntists who have played a 
prominent role in the development o£ 
phase microscopy. Today “Pilase” is 
being widely adopted in both research 
and routine microscopy for studying 
living organisms and other. materials of 
inherently low contrast. The usefulness 
of chis technique has been greatly in- 
creased by the variety and versatility of 
AO Spcncer equipment. 

This new series of instruments combines 
the advantages of “Phase” vvith the 
recent mechanical advancements in AO 
Spcncer Microscopes. 


★ RESPONSIVE FINE ADJUSTMENT 

Placed conveniently low. Calibrations 
accurate throughout entire range of 
travel. Backlash is eliminated. 

★ CUSTOM TENSION ADJUSTMENT 

Substage and coarse focusing tensión 
instantly set to suit your touch. 

★ NEW "PINCH GRIP” MECHANICAL STAGE 

Rapid insertion of slides without 
disturbing mechanical adjustments. 

★ PHASE TURRET CONDENSER 

Easy to rotate. Interchangeable annular 
diaphragms, parcenterable to four 
phase objectives. Centerable mount for 
accurate alignment in substage. 

★ WIDE SELECTION OF OBJECTIVES 

Bright, Darle, B Minus Contrast in 
gradations to meet individual needs. 




Microscopes 
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/ 


American fp Optical ^ 

COMPANY i 


INSTRUMENT DIVISION . BUFFALO IS. NEW YORK 


Representantes Exclusivos: 

PUERTO RICO OPTICAL COMPANY 

San Francisco #363 - San Juan, P. R. 
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UtlOtiS 
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to relieve nausea and vomiting 
of pregnancy and ¡n adoles- 
cent acné 


PYRIBEXlN 


(Pyridoxine HCI Thiamine Chloride) 
Each 1 cc contains: 

Vitamin Bl ...50 mg 

Vitamin B6.50 mg 

VIALS OF 10 cc 


IROBLEX 


for use ¡n hypochromio and 
tritional anemias 


(Iron - Liver - B Complex) 
Each cc contains: 

Thiamine HCl (Bl) .100. 

Riboflavin (B2) . 0.Í 

Pyridoxine HCl (B6) . 1. 

NICOTINAMIDE . 50. 

IRON CACODYLATE . 10. 

LIVER (10 U.S.P. UNITS 
PER CC) 0.. 

Phenoi (As preservative) 0.5% 

VIALS OF 10 cc 


Improved 


Formula 


NION CORPORATION los angeles 38, california 

JOAQUIN BELENDEZ SOLA, INC. 

PO BOX 1188, SAN JUAN, PUERTO RICO 
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Mulcin 



a Mnik mtfifi vítümuiipm 


ít’s the taste of Mulcin that all 


children like . . . the refreshing 
flavor of real orange. It’s the 
ready acceptance of Mulcin that 
all mothers appreciate ... no 


Each teaspoon of MULCIN supplies: 

Vitamin A. 

3000 Units 

Viíamin D. 

1000 Units 

Ascorbic Acid. 

50 mg. 

Thiamine. 

1 mg. 

Riboflavin. 

1.2 mg. 

Niacinamide. 

8 mg. 

Available in 4 oz. and economical 

16 oz. botties. 



more need to coax or bribe even 
finicky children. 

The light, smooth texture of this 
vitamin emulsión makes pour- 
ing easy. And Mulcin needs no 
refrigeration; even at room tem- 
perature íts potency is assured. 



MEAD JOHNSON & COMPANY 
Evansville 21, Ind., U. S. A. 



P. O. Box 3081 — San Juan. P. R. 
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Salicylates and cortisone have com - 
plementary action when combined ... 


Smaller doses of each are sufficient to 
produce a therapeutic response equiv- 
alent to massive cortisone therapy. 
With smaller doses, side effects are 
absent, thus permitting SALCORT 
therapy over a prolonged period. 
THERE ARE NO WITHDRAWAL 
PROBLEMS WITH SALCORT. 




Salcort provides safe, dependable re- 
lief in arthritic affections. Early func¬ 
ional improvement and a sense of well 
being are significant in a large per- 
centage of patients. 


Each tablet contains: 

Cortisone Acétate .2.5 mg. 

Sodium Salicylate .0.3 Gm. 

Aluminum Hydroxide Gel, dried.0.12 Gm. 

Calcium Ascorbate ... 60 mg. 

(equivalent to 50 mg. ascorbic acid) 

Calcium Carbonate . 60 mg. 


professional literature and sample 
available on request 

THE S. E. MASSENGILL COMPANY 

BRISTOL, TENNESSEE 



Distribuidores: COMERCIAL GODEL - Calle Europa 802 
Tel. 3-1061 - Santuree, P. R. 

P. O. Box 1081 - San Juan, P. IL 



















































USP Units 


éneo u r a g e 


Patie nt-Doctor (’ooperalion 
When Calcium Therapy is Presentad 


Mental anxiety, when induted by aversión 
to prescribed therapv, adds to the paticnt's 
physical distress. Objeetion to calciun 
may be overeóme by substituting dosage 
in more agreeable form. CALCICAPS.. 
an easy-to-swallow, capsule-shaped 
tabkt... provide suitable supplemcnt for 
young or oíd, where diagnosis reveáis 3 
deficiency in calcium and phosphorus. 


Calciwafers are a pleasant tasting 

wafer containing double the poteney of I 
CALCICAPS. 

Calcicaps with Iron are especíally 

suitable in pregnaney, when the need for 
calcium, phosphorus and iron increases. 


K8ilf>f » 

Eoch Cokícop Conto 
OlCALClUM PHOSPHATE 


DlCAlClUM PHOSPHATE • • 290 mg. == 
CALCIUM GLUCONATE. ... 190 mg. 
VITAMIN 0 (Irr. Yeo»t) 375 USP Unit» 


Calcicaps, Calcíwafers 


and 


■ NION CORPORATION* 

IOS ANGSIES . CAUfOjtNIA STi 


Calcicaps with Iron contain an ade- 

quate amount of VITAMIN D essential 
for calcium absorption. 


CALCIWAFERS Each wafer contains: 
Dicaicium Phosphate 580 mg. 

Calcium Gluconate 380 mg. 


Calcium Gluconate 380 mg. 

Vitamin D 750 USP Units 

Boxci of 50 and 250 


CALCICAPS Each Calcicap contains: 
Dicaicium Phosphate 290 mg. 

Calcium Gluconate 190 mg. 

Vitamin D 375 USP Units 

Bottlcs oí 100 and 500 

CALCICAPS with IRON Each Calcicap with 

Iron contains: 

Dicaicium Phosphate 290 mg. 

Calcium Gluconate 190 mg. 

Ferrous Gluconate 64 me. 


Vitamin D 3' 

Bóteles of 100 and 500 




los Angeles, California 

''A. . 1 


JOAQUIN BELENDEZ SOLA, INC. 
P. 0. Box 1188 — San Juan. P. R. 














DRYCO 

UN PRODUCTO 
BORDEN 



u 


efe itt 


DRYCO 
Para la Nutrición 
Idea! del Bebé 


I 

KflHIas madres depositan su confianza en el con¬ 
sejo de sus médicos cuando se trata de seleccionar 
el alimento de sus bebés. Y los médicos en todas 
partes recomiendan especialmente DRYCO a las 
madres para la alimentación infantil. Su calidad 
consistentemente superior ha hecho de DRYCO 
una fuente segura de nutrición ... y a través del 
mundo incontables bebés se han desarrollado más 
fuertes y saludables con la ayuda de DRYCO. 

Durante los primeros meses de la infancia, cuando 
el crecimiento del bebé es más rápido, el alto con¬ 
tenido de proteína en DRYCO proporciona una 
adecuada cantidad de los aminoácidos esenciales 
para el desarrollo ... la reducida proporción de 
grasa en DRYCO asegura una digestión más fácil 
. . . el moderado nivel de carbohidrato hace las 
fórmulas de DRYCO más adaptables a las necesi¬ 
dades individuales del bebé ... y con DRYCO el 
bebé obtiene siempre cantidades abundantes de im¬ 
portantes vitaminas y minerales. 


Para informes profesionales completos sobre DRYCO, sírvase escribir a 
THE BORDEN FOOD PRODUCTS COMPANY 

División of The Borden Company, 350 Madison Avenue, New York, N. Y., E.U.A. 


Distribuidores para Puerto Rico: 

PLAZA PROVISION COMPANY, Fortaleza 104, San Juan, P. R. 
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full measure of 
comfort for anorectal patients with 


hemorrhoidal SUPPOSITORIES 

with cod liver oil 

DESITIN SUPPOSITORIES quickly soothe, protect, lubrícate 
the distressed anorectal mucosa to provide. 

• gratifying comfort in hemorrhoids (non-surgical) 

• rapid, sustained relief of pain, átching and spasm 
without styptics, local anesthetics or narcotics, 
therefore do not mask serious rectal disenso 

• reduced engorgement, bleeding • safe, conservativo 

e 

DESITIN CHEMICAL COMPANY • 70 Ship Street, Provídence 2, R. I. 

Distributor: 

COMERCIAL GODEL, INC. 

Calle Europa 802 
Santurce, Puerto Rico 


In boxes of 12 
foil -wrapped 
suppositories 

kojnhki 

yours forMhe asking 
4 






MOGYN 



Marca Registrada 

POLVOS PARA 
DUCHAS VAGINALES 



moderna terapéutica 

en VAGINITIS 


50% de las mujeres enfermas sufren de derrames 
vaginales, y su pH es el índice. 

Siendo la acidez el factor terapéutico más importante 
en Vaginitis, DOMOGYN, con un óptimo pH de 4.2, 
controla rápida y efectivamente esa condición, resta¬ 
blece óptima acidez y normaliza la flora vaginal. 



Una cucharadita de DOMOGYN en polvo o el con¬ 
tenido de un sobre de DOMOGYN, en dos litros de 
agua caliente, forman una suave ducha terapéutica. 


De vento en todas los formados 



DOME CHEMICALS INC. 

109 W. 64th St„ NEW YORK 23, N. Y. 


Distribuidores: LUIS GARRATON, INC. 

Fortaleza 352 - Tel. 3-1593 - Apartado 2984 - San Juan, P. R. 



potent aníi~diarrhea agent 
now available in the U.S.A. 

Entero-Vioform, a powerful agent for use in 
simple infectious diarrhea and ainebic dysen- 
tery, is now available for the first time in thé 
United States. This well-tolerated, virtually 
nontoxic anti-diarrhea agent is especially 
useful for travelers, who are particularly 
vulnerable to diarrhea. 

Entero-Vioform is available in tablets (also 
known as Vioform® tablets), each contain- 
C I B A ing 250 mg. iodochlorhydroxyquin U.S.P. 

SUMMIT, N. J. ~ 

/ílMN VIOFORM (iodochlorhydroxyquin U.S.P. CIBA) 

MEDICAL HORIZONS TV ¡SlS 1 


H E X A M I N 

SiÁ-kr. v<r 


is found SATISFACTORILY EFFECTUAL ¡n the 

managemenf of 

ESSENTIAL HYPERTENSION 


Each tablet provides: 

MANNITOL HEXANITRATE _ 35 mg. 

Vasodilator of choice, gradually lowering the pressure 
30-40 mm., lasting 4-6 hours. 

SODIUM NITRITE _ 15 mg. 

for relaxation of small blood vessels. 

RUTIN _ 20 mg. 

to increase resistance of capillary walls. 

AMINOPHYLLINE _100 mg. 

as a diuretic in cardiac and nephrotic edema. 

PHENOBARBITAL _ 10 mg. 

mild dosage, to help aliay anxiety and decrease tensión. 

HEXAMIN, a rational combination of useful drugs, produces 
safe, gradual and longer lasting lowering of blood pressure. 

Bottles of 50 and 100 tablets 
Physicians’ Samples and Literature on request. 


Exclusive Distributors: 
JOAQUIN BELENDEZ-SOLA INC. 

P. O. Box 1188 Tel. 3-5010 

San Juan, Puerto Rico 
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Acetazolamida LEDERLE 


Un nuevo diurético oral . . . 

No es mercurial ni derivado de xantina 

El DIAMOX, ampliamente probado y comprobado ya 
en clínicas y laboratorios, es un nuevo producto que 
se indica para el régimen del edema de pacientes cardíaco». 

Administrado todas las mañanas, redunda en una 

copiosa diuresis que dura de 6 a 12 horas 

(sin interrumpir el descanso nocturno del paciente). 

El DIAMOX no es un irritante gastrointestinal ni ren&L 

El DIAMOX no produce efecto tóxico cumulativo, 
ni cuando se lo administra, como se 
recomienda, durante un período indefinido. 

Viene en tabletas ranuradas de 250mg para uso oral 



un timbre de honor 


.Marca registrada 


LEDERLE LABORATORIES, CO. 
1470 Fernández Juncos Ave. 
Santurce, P. R. 





La dosis pequeña requerida significa 

una gran economía en el tratamiento y 

garantiza ausencia de efectos secundarios. 


El ap acthar Gel administrado por vía subcutánea o 
intramuscular proporciona un alivio rápido, aun de ios 
dolores más severos, especialmente en los estados agu¬ 
dos de la Bursitis y Tendinitis. 


AFAMAR/^ 


Al revés de las infiltraciones con procaína o narcóticos 
el ap acthar Gel no se limita simplemente a amortiguar 
el dolor sino contrarresta efectivamente la reacción 
inflamatoria, así como la hinchazón y edema concomi¬ 
tantes. Hasta los depósitos de calcio pueden desaparecer 
con su administración.t 

ISteinberg. C. L., and Roodenburg, A. L.: J.A.M.A. 149:1458. 1952. 

LABORATORIES 

CHICAGO 11. ILLINOIS. E.U.A. 

DIVISION D £ ARMOUR AND COMPAN» 


♦ALTAMENTE PURIFICADO 


(EN GELATINA; 


ACTHAR ® ES LA MARCA QUE OISTINGUE A LA HORMONA ADRENOCORTICOTROPA 
(CORTICOTROPINA, ACTH» OE ARMOUR. 


Distribuidores: LUIS GARRATON, INC. 

Fortaleza 352 - Tel. 3-1593 - Apartado 2984 - San Juan, P. R. 





le bile 


GALLOGEN 

(diethanolamine salt of the mono-d-camphoric ester of 
p-tolymethyl-carbinol) 

A true choleretic 

. . . acts directly on the hepatic cells 
. . . stimulates the flow of whole bile 
... a laxative with a natural action 



. . . a long record of clinical safety 


. . . better visualizaron in cholecystography 



Sene! for literaiure and clinical snpply 


Indications: 

Functional disturbances of the liver 
Diseases of the biliary tract 
Cholecystitis and cholelithiasis 
Postcholecystectomy syndrome 
Reversible diseases of the liver parenchyma 
Prior to cholecystography 


Average dose: 

One 75 mg. tablet t.i.d. until the desired 
increase in bile secretion is attained. 
Maintenance dosage, 1 or 2 tablets daily. 


The S. E. Massengiil Company 


Bristol, Tennessee 

New York Kansas City San Francisco 


Distribuidores: COMERCIAL GODEL - Calle Europa 802 
Tel. 3-1061 - Santurce, P. R. 

P. O. Box 1081 - San Juan, P. R, 




DELICIOSO! \ 

NUTRITIVO! 
SALUDABLE! 


’fyfxr 
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i quiere lo me jor 
pida la marca 





















acción antibacteriana 
y desodorante rápida 
en la otitis 


Furacin 

marca del nitrofurazone Eaton 

Oto-Solución Anhidra 



FURACIN n 
MUYUROUS 
SOLUTION 

'•«ANO OF NITBOFURA20** 

\ NIT#OFU«A10HÍ 

AQUCOUS VtHlCU 


El Furacin, por las grandes ventajas que presenta, sim¬ 
plifica extraordinariamente el tratamiento de las otitis 
media y externa. Ejerce acción antibacteriana sobre la 
gran mayoría de los gérmenes importantes clínicamente. 
La mayor parte de los pacientes se curan o mejoran nota¬ 
blemente muy pronto 12 . A los enfermos con otitis media 
crónica les agradará porque reduce considerablemente la 
secreción con mal olor 3 . 


(1) Douglass, C. C.: Laryngoscope 58 : 1274, 1948; (2) Anderson, J. R„ y 
Steele, C. H.: Laryngoscope 58 : 1279. 1948; (3) Long, P. H.: A-B-C’s of 
Sulfonamtde and Antlbiotic Therapy, Philadelphia, W. B. Saunders. 1948, 
p. 152. 

EFICAZ EN PRESENCIA DE PUS • SE MEZCLA FACILMENTE CON 
LOS EXUDADOS • VIRTUALMENTE NO IRRITANTE . TOXICIDAD 
TISULAR INSIGNIFICANTE • ESTABLE 

Formula: El Furacin Oto-Solución Anhidra (Furacin Anhy- 
drous Ear Solution N.N.R.) contiene 0,2% de Furacin disuelto 
en un líquido no acuoso, higroscópico, compuesto de glicol 
polietileno. 

Presentación : En frascos de 30 c.c., con cuentagotas. 



NORWICH, NEW YORK, E.U-A. u40 


IOS NITROFORANOS—UNA CUSE SINGUUR OE ANTIMICROBIANOS o O, PRODUCTOS OE U INVESTIGACION CIENTIFICA DE EATON 


Distribuidores: CESAR CASTILLO, INC., Edificio Camaleglo 
Avenida Muñoz Rivera 70 - Hato Rey, Puerto Rico 





Carnation representativas 
check "date-coded” retail stocks of 
Carnation Evaporated Milk, 
final step of the continuous control from 
farm to consumer that assures 
constant high quality and uniformity. 


Carnation 


protects your recommendation 
warrants your specification 





^oiOL/japp&dr^iyL 














óptima en 
la nigiene 
femenina 

clarton 


Por su indiscutible elegancia cosmética, clarbon satisface aún a las 
damas más escrupulosas. La eficacia terapéutica de clarbon, unida a 
sus propiedades como ducha detersoria, desodorante y desinflamante, 
son razones que explican su preferencia para la higiene rutinaria de la mujer. 

La solución de clarbon, con su grado pH 3.5 a 4.5, restaura la acidez 
normal del conducto vaginal y su baja tensión superficial 
aumenta su eficacia terapéutica. 

La ducha vaginal con clarbon se prepara fácilmente, disolviendo dos 
cucharaditas llenas del polvo, por cada litro de agua tibia, 

aplicándose luego como irrigación en la forma acostumbrada. 

El polvo clarbon se presenta en tarros de tres onzas. 


THE S. E. MASSENGILL COM PAN Y 

Bristol, Tennessee 

Distribuidores: COMERCIAL GODEL, INC. • Calle Europa 802, 
Santurce, P. R. • Tel. 3-1061 • P.O. Box 1081, San Juan, P. R. 



la formula completa— 
ofrece las ventajas de la leche materna 


ÜIOLAC es leche pura de vaca, segura, en forma con¬ 
veniente de polvo, modificada especialmente para la alimentación 
infantil. ¡Proporciona una nutrición completa en una fórmula 
sencilla! 

11IOLAC se asemeja grandemente a la leche materna 
en sus características nutritivas y digestivas. Con su amplio con¬ 
tenido de proteína y reducido nivel de grasa, adición de lactosa, 
vitaminas y hierro agregados. BIOLAC satisface completamente 
las necesidades alimenticias de la infancia, 

BIOLAC es una fórmula completa fácil de recetar—no 
hay ingredientes extras que calcular en su fórmula—y BIOLAC 
es sencillo de preparar . . . sólo requiere la adición de agua. 

BIOLAC viene en su lata sellada al vacío para pro¬ 
tección de los bebés: es una fuente pura y sana de nutrición que 
todos los bebés necesitan para desarrollar cuerpos fuertes y 
saludables. 



Distribuidores para Puerto Rico: 

PLAZA PROVISION COMPANY, Fortaleza 104, San Juan, P. R. 





para el paciente con infección 



marca de la oxitetraclclina con vitaminas 



marca de la tetracictlna con vitaminas 


específica terapia combinada contra las infecciones 
para combatir los microorganismos patógenos 
para fortalecer las defensas orgánicas 

• con una sola receta 

• a un pequeño costo adicional para el paciente 

. . . proporcionan una potente terapia antimicrobiana de elección junto 
con las cantidades recomendadas de factores nutritivos específicos 
especialmente necesarios para el paciente en estados de stressf. Se 
obtiene un rápido dominio de la infección y se fortalecen las defensas 
orgánicas del paciente para atender las demandas del metabolismo 
acelerado que acompaña a la infección y al comienzo de la convalecencia. 
Se apresura la recuperación, se pueden reanudar más pronto las actividades 
normales, se evitan las complicaciones y se restaura con mayor rapidez 
el equilibrio metabólico. Tanto la Terramicina SF como la Tetracyna SF 
se pueden obtener en frascos de 8, 16 y 100 cápsulas. No tiene más que 
escribir “SF" después del nombre del antibiótico de amplio espectro 
antimicrobiano de su elección (Terramicina o Tetracyna) para 
proporcionar a su paciente la terapia nutritiva adicional que necesita 
durante la enfermedad y en el período inicial de la convalecencia, a un costo 
significativamente menor que el de las dos recetas separadas. 

•Marca de fabrica (te Chas. Pfizer & Co., Inc. 
V'Stress" se usa aquí para indicar un estado en el cual las demandas 
metabólicas orgánicas están aumentadas como resultado de la infección. 


Pfizer el creador de la terapia antibiótica ron Superior Fortificación nutritiva 


izer) 

Pronuncíese Fáiser 


S '/ meryo* /> eff/nt/fie c/c n n/r/tróiecc J r/r/ >ntr»</o 

PREPARADOS VI TAMI NICO-MIN EDA LE 5 • HORMONAS 


% 

PFIZER INTERNATIONAL INC., 25 Broad Street, New York 4. N. Y., V. S. A. 
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HEPA-DESICOL 

terapéutica combinada lipotrópica y biliar 

para restaurar 

el mebÁ&lUmb 
mAmal 
de loó, (piciAcvi 


sugerimos que mantenga existencias 
de hepa*DESICOL para hacer frente al 
número creciente de recetas. 

PRESENTACION: En cápsulas; frascos de 50. 


Cada cápsula contiene: 


Betaína. 50 mg. 

Bitartrato de Colina. 200 mg. 

dl-Metionina.. 150 mg. 

Inositol. 15 mg. 

Desicol . 150 mg. 



&arAe, &)<M4A zírUer rjlimriran c €oK/torati<m 

Detroit . Buchón Airea . Ilabaue . Mí«ico . Panamá . Puerlo Bico . Rio de Janeiro 
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MYCOSTATIN 

SQUIBB NVSTATIN 


VAGINAL TABLETS 



notably effective ¡n vaginal moniliasis 

Mycostatin Vaginal Tablets are recommended for the 
treatment of all monilial infections of the vaginal tract 
and have been used successfully even in long-standing 
cases which have not responded to any other therapv. 

do not disturb the normal 
bacterial flora of the vagina 

Unlike other preparations used in vaginal moniliasis, 
Mycostatin Vaginal Tablets act solely against fungí and 
do not destroy the normal and useful bacteria vvhich en- 
hance the defense mechanisms of the vagina. Further- 
more, because Mycostatin Vaginal Tablets contain lac- 
tose, the growth of the acidophilous (Doderlein’s) bacilli 
is greatly stimulated. These bacilli, which thrive in the 
presence of lactose, are normal inhabitants of the vagina 
of adult vvomen and act to prevent trichomoniasis- 
Vaginal trichomonads are rarely seen when there is a 
preponderance of growth of the acidophilous bacilli. 

Each Mycostatin Vaginal Tablet contains 100,000 units 
of the antifungal antibiotic, nystatin, as well as 0.9S 
Gm. of lactose. 

Administration: 1 or 2 tablets intravaginally each day. 
Supply: Packages of 15. 

Also available: mycostatin Tablets: 500,000 units, 
bottles of 12. mycostatin Ointment: 100,000 units per 
Gm., 1-ounce tubes. 






Vence la resistencia 


en el 





resistente 



RESULTADOS IMPRESIONANTES: En un tra¬ 
bajo reciente 1 se recalca que con la hormonoterapia 
se ha logrado un alivio notable de la sintomatología, 
o su desaparición total, como en el 85% de los casos 
resistentes de asma bronquial aguda. 

El Hydrocortone presenta importantes ventajas 
en tales casos. Es uno de los principales esteroides 
córticosuprarrenales, considerablemente más po¬ 
deroso que la cortisona. La literatura existente 
indica que es menos probable que aparezcan efectos 


fisiológicos secundarios con dosis menores, pero 
igualmente eficaces, de Hydrocortone, que con 
cortisona. Esta es una ventaja muy importante en 
el tratamiento prolongado de ciertos casos de asma, 
pues permite mantenerlos asintomáticos con dosis 
bajas. 

7. Thorn, G. W.,_y col., New England J. Med. 248:632, 9 
de abril de 1953. PRESENTACION: ORAL— Tableta* 
de Hydrocortone: en frascos de 25 tabletas de 20 mg. 
y en frascos de 25 tabletas de 10 mg. 


MERCK - SHARP & DOHME INTERNATIONAL 

DIVISION OF MERCK A CO., INC. 

161 A VENDE OF THE A M ERICAS, NEW YORK 13, N. Y., U. 8. A. 


*Hydrocortí Nií es la marca 
registrada de Merck & CoInc. 
para su forma de hidrocortisona. Fui 
gracias a las investigaciones y a los 
medios de producción de Merck & 
Co.y Inc. (fue se pudo disponer de 
este medicamento. 















the IRON-PLUS formula 






*T. M. for Abbott’s film sealed tab¬ 
leta, Pat. Applied for 


2 Filmtabs contain: 

Elemental Iron. 210 mg. 

(as Ferrous Sulfate) 

+ 

Bevidoral® . 1 U.S.P. Oral Unit 

(Vilamin B n with Intrinsic Factor Concéntrate , Abbott) 

+ 

Folie Acid. 2 mg. 

Ascorbic Acid. 150 mg. 

Liver Fraction 2, N.F. 200 mg. 

Thiamine Mononitrate.6 mg. 

Riboflavin. 6 mg. 

Nicotinamide. 30 mg. 

Pvridoxine Hydrochloride.3 mg. 

Pantothenic Acid.6 mg. 


THE RIGHT AM0UNT 
0F IRON 


+ 

ANTI-PERNICIOUS 
ANEMIA ACTIVITY 


+ 

ESSENTIAL 

NUTRITI0NAL 

FACT0RS 



Therapeutic dose for iron-deficiency, nutri- 
tional and pernicious anemias is now only 2 
tablets daily. For prophylaxis in anemias of 
oíd age, pregnaney, and convalescence 
(particularly in post-gastrectomies): 1 or more 
tablets daily as required. 


SMALLER than a dime 


Because of the new Filmtab (marketed only 
by Abbott), new Iberol provides for the 
first time in a tablet of its size—the basic 
antianemia agents plus essential nutritional 
factors, including the complete B complex. 
Tasteless, easy to swallow ... a hard tablet, 
not a soft, sticky capsule. 


now more ECONOMICA!. 


Dosage supply of 2-a-day Iberol Filmtabs 
now lasts 50% longer than the previous 3-a- 
day treatment—and the savings are passed on 
to your patient! Potent new formula pro¬ 
vides increased antianemia activity. . . elim- 
inates need for added B-complex supple- 
mentation. 


ABBOTT LABORATORIES PUERTO RICO INC. 


Cayey St. r Córner William Jones • Santurce 
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Primera 

... en el campo de la 
investigación antibiótica 


Primera 

... en introducir un 
nuevo y superior antibiótico: 

A #» m mm ¡ # ■ m 
lm faP Ivl I %g 1 W 

TETRACICLINA 


Y, ahora , primera 

... en lanzar una forma intramuscular 
antibiótica nueva y superior í 

CLORHIDRATO DE 


ACROMICII. 

HCI DE TETRACICLINA CRISTALINA 

INTRAMUSCULAR 




Envases: frasco de 100 mg 
(a diluirse con agua, poro inyección 
agregando 2cm s a cada frasco de 100 mg. 
Las soluciones se mantienen a la 
temperatura ambiente durante 24 horas). 




•Morca de 



Las primicias en materia de investigación antibiótica provienen de: 


LEDERLE LABORATORIES, CO. 
1470 Fernández Juncos Ave. 
Santurce, P. R. 












BOLETIN 

DE LA ASOCIACION MEDICA DE PUERTO RICO 


Vol. 47 Diciembre, 1955 No. 12 

MUCOVISCIDOSIS 

/ 

EGIDK) S.^COLON RIVERA, M.D., F.A.A.P* 

RAFAEL \B LAS INI, M.D.** 

Mucoviscidosis which is also called Cystic Fibrosis of the Pan- 
creas, is a generalized disease affecting primarily the mucous se- 
creting glands; and it is the efíect that this has, on the páncreas 
and the respiratory system, that brings the patient to the doctor. 

It has been during the past decade that Mucoviscidosis has 
emerged as a very distinct and important clinical entity. Till a 
few years ago we were convinced that the disease did not exist 
here /n Puerto Rico, since then we are becoming conscious that 
not only is it present here, but that probably it is more frequent 
than we suspect. 

In a review of 1,578 consecutive autopsies, which were per- 
formed at the School of Tropical Medicine during the years 1940 to 
1953; five cases were found in which the pathologic diagnosis of 
Cystic Fibrosis of the Páncreas hacl been made. The first case 
was a 5 months oíd infant admitted to the University Hospital in 
July 1944 with a diagnosis of Athrepsia, chronic Enterocolitis and 
possible Malaria. The second case was a 5 months oíd infant ad¬ 
mitted to the Presbyterian Hospital in April 1946 with a diagnosis 
of Bronchopneumonia and Diarrhea. Cystic Fibrosis of the Pan- 
creas was mentioned in the differential diagnosis. The third case 
was a 4 months oíd infant admitted to the San Juan City Hospital 
in February 1949 with a diagnosis of malnutrition. The fourth 
case was an 8 months oíd infant admitted to the San Juan City 
Hospital on March 1952 with a diagnosis of Bronchial Asthma. 
And the 5th case was a 27 days oíd premature admitted to the San 
Juan City Hospital on January 1953 with a diagnosis of Gastro¬ 
enteritis and Bronchopneumonia. It is interesting to note that in 
the 4th case the possibility of Mucoviscidosis had been considered 
and the patient had had three negative Shwachman’s tests, but 

* Assoeiate Professor of Clinical Pediátrica, School of Medicine, University 
of Puerto Rico. 

** Chief of Pediátrica, Ponce District Hospital. 


487 





488 


Bol. Ahoc. Med. de P. R. 


Diciembre, 1955 


studies of the duodenal fluid could not be carried out. The admis- 
sion diagnosis in these few patients can give you an idea about the 
many conditions with which Mucoviscidosis has been confused. 

On November 8, 1953 a 5 Ibs. premature was born in the 
Nursery of the San Juan City Hospital. Since birth the premature 
presented abdominal distention accompanied with vomiting. A 
diagnosis of intestinal obstruction was made and the patient was 
operated. At operation he was found to be a case of Meconium 
Ileus which in turn meant that this was also a case of Mucovis¬ 
cidosis. 

Since then we have been able to study two cases of this con- 
dition at the San Juan City Hospital and as they are, as far as we 
know, the first cases that have been diagnosed and studied com- 
pletely, here in Puerto Rico, we are presenting them with the hope 
that it will make us more conscious of this disease. 

One is an 8 months oíd girl and the other is a 5 yrs. oíd child 
both of whom carne to the Hospital on March 1955 with the chief 
complaint of chronic respiratory infections and chronic diarrhea. 
The íamily history in the 8 months oíd infant was strongly sug- 
gestive of this disease. Of the 8 children that the mother had had, 
3 had died before the age of one year with symptoms similar to 
the ones shown by our patient. The other four siblings gave a 
history of repeated respiratory infections. The other child has 2 
brothers who also have írequent respiratory infections but no 
marked Gastrointestinal disturbances. This shows what has been 
known for some time, that Mucoviscidosis is a familial disease 
probably transmitted as a recessive characteristic; which explain 
why you usually have more than one member of the family with 
the disease. It is also important to point out that when one case 
has been diagnosed in the family the other siblings should be 
screened for the disease, because even if they don’t show the full- 
blown picture, some might show evidence of what has been called 
“Partial Pancreatic Insufficiency”. 

Both cases had a similar history with the symptoms being more 
marked in the 8 months infant. In both, the first evidence of the 
disease were respiratory infections, which wouid affect the upper 
and the lower respiratory tract. In the older child a diagnosis of 
Bronchial Asthma had been made in a previous occasion; in the 
younger, there was a persistent dry cough which had not respond¬ 
ed to a quite intensive therapy. Later, both developed a chronic 
type of diarrhea with foul, bulky stools and with occasional epi- 
sodes of acute diarrhea. 

In the study of these cases the first thing that was very 
striking was the degree of failure in growth. The 8 month infant 
had a weight of 12 lbs. and a height of 24*4 inches. The 5 years 
oid child had a weight of 27 1 /} lbs and a height of 39 inches in their 
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measurements. Both had prominent abdomens with the wasting 
more marked in the extremities, with flaccid muscles and promi¬ 
nent gluteal folds. They looked unhappy, crying very easily show- 
ing evidence of the change in mental disposition, chiefly irrita- 
bility, that has been described in this disease. 

Staphylococcus aureus was cultured from the nasopharynx of 
the 8 months infant. The culture from the older child yielded Al¬ 
pha and Beta Hemolytie Streptococci. It has been pointed out that 
Staphylococcus aureus is. almost conscantly present in the naso¬ 
pharynx of these children and this is so much so, that their de- 
monstration is considered as added evidence for the diagnosis of 
Mucoviscidosis. 

The Volmer Patch Test and the PPD were negative in both 
patients as were the serology, urinalysis, stool cultures and stcol 
sample for eosinophyles. The oldest patient showed Ascaris, 
Trichuris and Hookworm in the stools, for which he received treat- 
ment. An oral Glucose Tolerance curve was done and both patients 
showed a normal curve which is what is seen in over 80 °/< of these 
patients, in contradistinction to cases of Idiopathic Coelia'c Disease 
where it is usually flattened. ¡ - 

Through the facilities of the Army Research Laboratofy a 
Vitamin A absorption test was done to demónstrate the defect in 
fat absorption. A blood sample was taken to determine the fast- 
ing Blood level of Vitamin A. Then they were given abcut 0.1 cc per 
Ib. of body weight of Oleum Percomorphum, orally, and 5 hrs. and 
7 hrs. later, other blood samples were taken to find out the rise 
in vitamin A level in the blood. The normal fasting level of vi¬ 
tamin A is between 30 and 60 units, and after the test dose it 
usually rises about 130 Units above the previous level, usually 
reaching its peak in about 5 hrs. The normal level of carotene is 
about 130 micrograms and its rise follows closely the Vitamin A 
Curve. Both of our patients showed abnormally low levels. (See 
Table 1). This test is not as useful as others in the diagnosis of 
Mucoviscidosis because there are several conditions of non pan- 
creatic origin which also affect the digestión and absorption of 
fats. But usually these other conditions don’t show as marked a 
depression in the absorption of fats as in Mucoviscidosis. Added 
evidence of the presence of Mucoviscidosis can be obtained by 
showing that there is a significant rise in the Vitamin A level if 
Pancreatin is given together with the Oleum Percomorphum or 
if a water soluble preparation is used instead, but we were unable 
to do this. 

The demonstration of trypsin in the stools, which has been 
called “Shwachman’s Test”, is a useful screeníng procedure in 
cases where Mucoviscidosis is suspected. It is done by placing 
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Table 1 


VITAMIN A 

ABSORPTION TEST 

-. -:..i 

8 Months girl 

Vitamin A 

Carotene 

Fasting 

0 

0 

5 hrs. 

25 

0 

7 hrs. 

40 

0 4 

5 Yrs. Oíd Child 

Vitamin A 

Carotene 

Fasting 

25 

85 

5 hrs. 

25 

85 

7 hrs. 

40 

85 


diluted stool specimens on an unfixed X-Ray film, using a control 
and incubating the specimens. If trypsin is present, a clear area 
vvill appear in the film showing that the gelatin has been digested. 
Three negative Tests will usually confirm your diagnosis, but 
there can be both false positives and false negatives. We did this 
procedure on three different occasions in both patients and both 
gave 4 + valúes, and in one case in which the dilution was carried 
up to 1:120 it still showed a 1+ valué. We explained these findings 
on the basis that both patients had been receiving antibiotic ther- 
apy for some time and that there were present proteolytic bacteria 
in the feces. 

The next procedure that was carried out and the one which 
is the most important in the diagnosis of Mucoviscidosis, was duo¬ 
denal intubation. This is very useful because you can measure 
both the amount of tryptic activity, and the viscosity of the fluid. 
It has been pointed out that in Mucoviscidosis the duodenal fluid 
is abnormally viscous and scanty. In both our cases we felt that 
1 he viscosity was increased but it could not be actually measured 
because of lack of adequate facilities. Trypsin was absent from 
the duodenal fluid in the 5 yrs. oíd child and definitely diminished, 
as seen in Mucoviscidosis, in the 8 months infant. (See Table 2) 

There are many other laboratory procedures that can also 
be done in these patients, like chylomicron counts, the Gelatin 
Absorption Test, the levels of the different enzymes in the duo¬ 
denal fluid and the determination of Sodium Chloride in the therm- 
al sweat and saliva. These last two tests will probably become 
very helpful in the screening of patients suspected of having 
Mucoviscidosis. 

From the roentgenological point of view, these patients some- 
times present sufficiently characteristic findings so that the ra- 
diologist can suggest the diagnosis from the examination of films 









TRYPSIN AND VISCOSITY IN THE DUODENAL FLUID 
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of the chest. In the early cases the findings are those of emphy- 
sema combined with areas of atelectasis and peribronchial infil- 
tration. Later, superimposed infections will show patchy areas of 
pneumonic consolidation. A chronic bronchopneumonic process 
should always raise the question of Mucoviscidosis. The 8 months 
oíd infant showed a bilateral bronchopneumonia in the admission 
X-Ray and when this was repeated 3 weeks later she still pre- 
sented more or less the same radiologic picture. The 5 yrs. oíd 
child had an increase in the bronchial markings. 

During their course in the hospital, both patients were treated 
with antibiotics and received, as part of their therapy; an ade- 
quate diet, water soluble vitamins, and Pancreatin. When their 
condition improved, they were discharged to be followed up in the 
Out Patient department. 


SUMMARY 

Two cases of Mucoviscidosis have been presented and it is 
hoped that increased interest in this disease will result in its more 
frequent and earlier diagnosis. 

Acknowledgment: 

The data on the autopsies was collected by Mr. Rubén Medi¬ 
na, 4th year Medical Student of the School of Medicine of the 
University of Puerto Rico. 
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UN CASO INTERESANTE DE OBSTRUCCION DE LAS 
VIAS BILIARES* 

ANTONIO H. ^SUSONI, M.D.** 

Este caso fué presentado en la reunión anual de la Asocia¬ 
ción Médica de Arecibo del 1953 con el siguiente título “Estenosis 
del conducto común post colecistectomía”, pero como la etiología 
de la obstrucción coledociona resultó ser de otra naturaleza a la que 
supusimos, volvemos a presentarlo porque ello reafirma lo adecua¬ 
do de nuestra conducta y criterio en cuanto a la actitud que adop¬ 
tamos con este paciente, así como también reafirma las conclu¬ 
siones a que llegamos y que fueron expresadas en esa Asam¬ 
blea. 

Dijimos entonces lo siguiente: 

“La cirugía de las vías biliares puede ser extremadamente 
sencilla o por el contrario, presentar grandes dificultades técnicas. 
Estas dificultades pueden ser debidas a la inflamación aguda o 
crónica de la vesícula biliar y secundariamente de los órganos ve¬ 
cinos, lo que acarrea cambios patológicos de tal naturaleza que 
hace sumamente difícil la disección e identificación de las diversas 
estructuras hepatobiliares. Por otra parte, muy frecuentemente 
existen en esa región anomalías fundamentales. Por cuyas razo¬ 
nes se hace imperativo en este tipo de cirugía el hacer una disec¬ 
ción minuciosa de manera de poder identificar fuera de toda duda 
cada uno de los órganos envueltos en la mencionada región. De 
lo contrario, se expone el cirujano a incurrir en graves errores téc¬ 
nicos; siendo uno de los más serios, la ligadura parcial o completa 
del conducto común. Lahey considera que esta complicación es 
uno de los problemas más difíciles con que puede confrontarse un 
cirujano en lo que respecta a establecer ulteriormente el drenaje 
biliar al intestino con resultados satisfactorios y permamentes. 

“Lahey y Peytek quienes han tenido gran experiencia en la 
reconstrucción de las vías biliares por estenosis post-operatorias, 
creen que estos accidentes ocurren cuando hay hemorragia de la 
arteria cística o hepática; confusión en la anatomía de la unión 
del cístico, común y conductos hepáticos o anomalías de los con¬ 
ductos y vasos sanguíneos causando dudas en sus relaciones ana¬ 
tómicas ; podemos añadir a esto el hacer tracción excesiva en el cís¬ 
tico en el momento de aplicarle la ligadura o pinzas lo que podría 
acarrear interesar en dicha ligadura parte o todo el conducto co¬ 
mún, produciendo una obstrucción parcial o completa del mismo, 
según la magnitud del segmento interesado.” 

• Trabajo presentado en la Asamblea Anual del Distrito de Arecibo, el 10 
de octubre de 1954. 

** Director Médico y Cirujano, Hospital Dr. Susoni, Arecibo, P. R. 
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“Una de las causas más frecuentes de hemorragias es la la¬ 
ceración o ruptura de la arteria cística. Esto se debe al hecho de 
que esta arteria tiene su origen en la hepática derecha y es más 
corta que el conducto cístico. Es fácil de comprender por qué una 
tracción exagerada del cuello vesicular puede producir rotura de la 
arteria cística produciéndose una hemorragia que irremisiblemente 
obscurecerá el campo operatorio. Si no se tiene presente la mani¬ 
obra sencilla de comprimir el ligamento hepatoduodenal por donde 
pasa la arteria hepática lo más probable es que el cirujano recu¬ 
rra en su desesperación a la aplicación de pinzas a ciegas con la 
esperanza de conseguir la hemostasis; poniendo así desde luego 
en gran riesgo los canales hepáticos.” 

“Voy a presentarles un caso sumamente interesante cuya este¬ 
nosis de los conductos biliares evidentemente no obedece a ninguna 
de las causas mencionadas.” 

“Se trata de paciente J.L.C., caso 4218— blanco, de 52 años 
de edad, quien a fines del año 1952 comenzó a desarrollar dolor en 
el cuadrante superior derecho y al mismo tiempo, las escleras se 
pusieron amarillas, orina rojiza, heces blanquecinas y picor en to¬ 
do el cuerpo. Fué hospitalizado en el Hospital de Distrito de Are- 
cibo en donde se le hizo un estudio de la vesícula biliar, no vi¬ 
sualizando ésta. Se trató médicamente y mejoró algo y fué dado 
de alta. En febrero 12 de 1953 se exacerbaron todos los síntomas. 
El estado general del paciente empeoró y desarrolló ictericia inten¬ 
sa con gran prurito sin gran dolor y con ligera febrícula. Se hos¬ 
pitalizó en la Clínica Dr. Susoni. El índice ictérico fué de 97.4; 
Van den Bergh directo fuertemente positivo y la reacción indirec¬ 
ta 14.8; cefalin colesterol Positivo + . En febrero 24, 1953 el índice 
ictérico subió a 156 y el día 3 de marzo bajó a 100. El paciente 
fué dado de alta a petición del mismo. 

“Fué readmitido el 13 de marzo de 1953 en la Clínica Dr. 
Susoni y operado el 17 del mismo por el Dr. Valdivieso. Se le en¬ 
contró una vesícula distendida y engrosada. El cístico fibrótico y 
el conducto común no distendido y permeable, se exploró y se dejó 
un tubo en T. Los dilatadores pasaron al duodeno. No había co- 
lelitiasis ni coledocolitiasis.” El diagnóstico patológico del Dr. Kop- 
pisch fué el siguiente. Colecistitis sub-aguda y crónica y dice que 
las paredes estaban gruesas y rígidas. El día 25 fué dado de alta 
habiendo mejorado su estado general y cedido notablemente la ic¬ 
tericia.” - 

“Pocos días después el paciente comenzó a drenar bilis por el 
labo del tubo y a sentir dolor en el epigastrio. Sin embargo, el ín¬ 
dice ictérico había bajado a 22. Subsiguientemente tuvo crisis de 
escalofríos y fiebre y el tubo aparentemente se había salido del 
conducto común, estaba como dos pulgadas más afuera de donde 
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se fijó y la irrigación con solución salina se salía por los lados del 
mismo. Se removió el tubo pero continuó drenando bilis por la fís¬ 
tula.” 

‘‘En junio lrc., fué reingresado por tercera vez en la Clínica 
Dr. Susoni por continuar con la fístula y haber vuelto a deterio¬ 
rarse su condición general. El índice ictérico era de 46. Jugo gás¬ 
trico para bilis fué negativo. El B.S.P. a los 30 minutos era 29%. 
Hanger Pos. + + + . Albúmina 4.50 grm. Glob. 1.95 gm. Orina: Bi¬ 
lis positivo; Urobilinógeno neg., Bilirrubina positivo +; Van den 
Bergh directo e indirecto positivo; Protrombina normal; Bilis en la 
excreta negativa.” 

“Con estos datos le hicimos un diagnóstico de ictericia obstruc¬ 
tiva de las vías biliares. 

“Fué nuestra opinión que la ictericia por obstrucción que de¬ 
sarrolló este paciente después de la intervención no se debió a las 
causas usuales que antes mencionamos; es decir, traumatismo o li¬ 
gadura accidental de las vías biliares externas puesto que estas 
fueron debidamente identificadas como lo demostró el hecho de que 
el tubo en T fué introducido en el conducto común y por donde dre¬ 
nó bilis por un cierto tiempo. La posibilidad de una piedra im¬ 
pactada en la ampolla de Vater también podía descartarse de una 
manera razonable puesto que el conducto fué explorado y el sondeo 
de la ampolla de Vater fué posible; un tumor de la cabeza del pán¬ 
creas, las alzas y las bajas del índice ictérico, la no visualización 
de la vesícula en el colecistograma, ni la obstrucción en la ampo¬ 
lla de Vater favorecían esa posibilidad. Luego entonces nos que¬ 
da una sola causa que podía explicar razonablemente la obstruc¬ 
ción y que era la siguiente: Al salirse el tubo en T parcialmente 
de su sitio, ésto es, del conducto común, obstruyó la salida de las 
bilis a través del lúmen de dicho tubo y por ende al duodeno, por 
cuya razón el jugo biliar buscó salida por el punto de menos re¬ 
sistencia que es alrededor del tubo de Kehrs, no sin antes formarse 
un pozo de bilir más o menos grande o pequeño alrededor de las 
vías hepáticas externas. Todos sabemos que se ha escrito con fre¬ 
cuencia sobre el efecto fibrosante de la bilis, que posiblemente en 
este caso fué la causa de la estenosis de los conductos hepáticos y 
común y ésto causante a su vez de que la fístula externa se es¬ 
tableciera con carácter permanente. 

Es obvio y fuera de toda discusión que el procedimiento ideal 
de reparación en los casos de estenosis de las vías biliares, es eli¬ 
minar el trozo obliterado y hacer una anastomosis término-termi¬ 
nal si la parte distal y próxima estuviesen utilizables o también 
una coledocoduodenostomía o coledocoyeyunostomía y si las vías 
biliares externas estuvieren inutilizables una hepato-yeyunostomía 
o hepato-duodenostomía por el método de Catell. 
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Pero los procedimientos arriba mencionados no siempre son 
posibles realizarlos y mucho menos con gran probabilidad de éxito, 
dado el caso de que el plastrón fibroso pueda ser de tal naturale¬ 
za que la disección de esa región fuese técnicamente imposible. 
En relación a esta cirugía, Lahey en su última edición “Práctica 
quirúrgica de la Clínica Lahey” se expresa en estos términos. “Es¬ 
tas operaciones han agotado todos nuestros recursos de ingenio¬ 
sidad quirúrgica tratando de afrontarlo y muy frecuentemente nos 
ha defraudado con sus resultados. En otro párrafo del mismo 
artículo menciona la transplantación de la fístula externa al intes¬ 
tino con el único propósito de descartarla como intervención de va¬ 
lor práctico. Uno de estos casos inaccesibles a los procedimientos 
descritos y que presencié en un Hospital en E. U. me sirvió de ex¬ 
periencia para el caso que les presento hoy. Uno de los más no¬ 
tables cirujanos de esa Institución en un caso similar al nuestro, 
después de largas horas de disección no pudo realizar la operación 
que tenía en mente, y habiendo destruido la fístula externa, el úni¬ 
co recurso que tuvo fué el dejar un tubo de drenaje para que esta 
se realizase espontáneamente. Ignoro si el paciente sobrevivió a 
este último recurso. La razón que aducen en la Clínica Lahey para 
descartar la utilidad del trasplante de la fístula externa es que ésta 
al ser transplantada al intestino, se estenosa en corto período de 
tiempo. Dan el ejemplo, de que una fístula biliar interna espon¬ 
tánea, tarde o temprano, se cierra debido a que la retracción del 
tejido fibroso que constituye sus paredes es mayor que la presión 
que ejerce la secreción de la bilis que es lo único que permite man¬ 
tener la fístula abierta. 

El caso que les presento lo intervinimos en junio 12 de 1953, 
o sea, 3 meses y 1 semana después de la colecistectomía. Al abrir 
el vientre nos encontramos que tenía todas las características de 
inoperabilidad, en el sentido de poder disectar el proceso inflama¬ 
torio de carácter fibroso e inflamatorio en donde todas las estruc¬ 
turas de esa región estaban involucradas. Insistimos en la disec¬ 
ción hasta donde creimos que ya era temeridad en continuarla. Pe¬ 
ro durante todo ese proceso respetamos la fístula externa por to¬ 
dos los medios posibles, la cual habíamos desprendido de la pared 
abdominal y la utilizamos en la forma siguiente: 

Se nos ocurrió durante el acto operatorio, con el fin de evitar 
la estenosis del conducto fistuloso (1ro.) remover de sus paredes 
la mayor cantidad posible de tejido fibroso, consiguiendo dejarla 
tan fina como el espesor de una vena de calibre mediano. Conse¬ 
guimos disectarla hasta la cara inferior del hígado en una exten- 
'm de más de dos pulgadas. (2do.) Con el mismo fin, al implan¬ 
tarla en el yeyuno, en vez de hacer una incisión axial en la pared 
del intestino, removimos un redondel de un diámetro un poco ma- 
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yor que el de la fístula, tal y como hacemos en las gasíre atomías 
totales para evitar la constricción del estoma esófago-yeyunal. 
(3ro.) Añadimos otra variante a la técnica de implantación de este 
tipo de fístula que es el hacer una yeyuno-yenunostomía para evi¬ 
tar en lo más posible el reflujo alimenticio en la fístula. El en¬ 
fermo tuvo un post-operatorio tranquilo y una convalescencia sin 
complicaciones, reduciéndose rápidamente la ictericia.” 

El paciente vino nuevamente a consulta a la Clínica Dr. Su¬ 
soni el 24 de febrero de 1954 alegando que se había sentido bien 
hasta enero de ese mismo año o sea, 10 meses después del tras¬ 
plante fistuloso, cuando comenzó a tener náuseas y vómitos ali¬ 
menticios con molestias en el hipocondrio derecho con irradiación 
al bajo vientre. En febrero 25 se le hicieron los siguientes aná¬ 
lisis: Urobilinógeno positivo en la orina; índice ictérico 10.4 (nor¬ 
mal), azúcar 108; Hanger 3 + . Se le hizo estudio gástrico el cual 
reveló lo siguiente: Estómago muy dilatado. El barium no pasaba 
más allá de la segunda porción del duodeno, media hora después 
una cantidad mínima había pasado al intestino delgado. El radió¬ 
logo añade que con excepción de la obstrucción marcada en el asa 
descendente del duodeno no había evidencia de patología gástrica 
achacando estos cambios a posibles cicatrizaciones secundarias a 
las operaciones que se le había hecho, y su recomendación fué la- 
paratomía. Fué operado el 26 del mismo mes y nos encontramos 
con una masa tumoral que invadía toda la cabeza del páncreas e 
interesaba el duodeno, había muy poca evidencia de proceso infla¬ 
matorio. Había nodulos tumorales en el hígado, y como hallazgo 
más notable la fístula permanecía intacta, sus paredes completa¬ 
mente blandas y con un diámetro más o menos idéntico al que te¬ 
nía cuando hicimos su trasplante. Se tomó un biopsia del hígado 
y se hizo una gastro-yeyunostomía anterior. 

El paciente tuvo un post-operatorio satisfactorio y fué dado de 
alta el día 7 de mayo o sea, 11 días después de intervenido. Murió 
4 meses después en su casa sin síntomas de obstrucción duodenal 
ni biliar. 

Informe patológico: Adeno-carcinoma metastásico al hígado 

del páncreas. 

Queda demostrado sin lugar a dudas que si en aquella ocasión 
en que trasplantamos la fístula hubiésemos temeraria e insensa¬ 
tamente insistido en llegar hasta las vías hepáticas para realizar 
algunos de los procedimientos antes mencionados, nos hubiésemos 
encontrado desamparados puesto que es evidente que para la épo¬ 
ca en que se hizo el trasplante, las vías biliares estaban ya total¬ 
mente inutilizables debido a la invasión tumoral. 
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Para resumir podemos decir que se trataba de un caso de obs¬ 
trucción de las vías biliares que aún cuando no se hizo el diag¬ 
nóstico etiológico correcto se consideró sensatamente inoperable en 
lo que se refiere a restablecer el flujo biliar por alguno de los mé¬ 
todos mencionados, y que se procedió a realizarlo con lo único que 
convenía en este caso específico. 

Y en conclusión podemos decir lo siguiente: 

Que hemos demostrado que el trasplante de una fístula exter¬ 
na a alguna parte del sistema intestinal superior, duodeno o yeyuno, 
no es un método inútil y si de posible gran valor en ciertas cir¬ 
cunstancias como la antes expresada; además, que un año es un 
tiempo razonable para poner a prueba la permanencia funcional 
de una fístula trasplantada tanto más que para esa época nada 
evidenció que se hubiese estado estableciendo estenosis. Por otra 
parte es bueno añadir que apesar de que el proceso tumoral había 
avanzado notablemente, la inflamación de esa región afectada, 
por el contrario, había cedido visiblemente y que de no haberse 
tratado de un cáncer, el paciente hubiese estado en condiciones muy 
favorables para restablecer la continuidad de las vías biliares si 
así se hubiese deseado. 

Creemos además que el éxito que obtuvimos con este paciente 
mediante un método que no goza del apoyo del eminente grupo de 
cirujanos de la Clínica Lahey, quienes quizás son los más experi¬ 
mentados en esta materia, pueda deberse a las variantes que le in- 
1redujimos al procedimiento con el propósito de evitar la tenden¬ 
cia a la estenosis de estas fístulas biliares. 


FUNDACION DEL DEPARTAMENTO DE SALUD PUBLICA Y 
MEDICINA PREVENTIVA DE LA ESCUELA DE MEDICINA 

PABLO ¡MORALES OTERO, M.D., F.A.C.P * 

Este Departamento se inauguró oficialmente al comienzo del 
curso académico de 1940-1941 teniendo como objeto inmediato im¬ 
partir enseñanza de salud pública a un número determinado de es¬ 
tudiantes. Entonces existía la antigua Escuela de Medicina Tro¬ 
pical y desempeñaba el cargo de Comisionado de Sanidad el fene¬ 
cido compañero Doctor Eduardo Garrido Morales. La Escuela con¬ 
taba con la decidida cooperación del Doctor Garrido y el Departa¬ 
mento de Sanidad que él dirigía contribuía al sostenimiento del 
Departamento con fondos procedentes de las asignaciones federales 
que éste recibía. 

El primer Director del Departamento fué el Doctor Albert V. 
Hardy, doctorado en salud pública y eminente epidemiólogo muy 
conocido por sus estudios en Brucelosis y las disenterías. 

Seis meses se dedicaron a la organización de los cursos, selec¬ 
ción de personal, ootención de material para enseñanza y equipar 
los laboratorios necesarios. Se habilitaron los laboratorios de bac¬ 
teriología, parasitología y química, y aulas para bioestadísticas y 
trabajo de planos, laboratorios adicionales a los que ya contaba la 
vieja Escuela. Los gastos que se ocasionaron con estas obras fue¬ 
ron sufragados con fondos federales e insulares. 

En el mes de noviembre de ese año llegó a la Escuela el profe¬ 
sor J. M. Ilenderson para hacerse cargo de las clases de ingeniería 
sanitaria, en el mes de enero, la señora Johanna Schwarte para en¬ 
cargarse del entrenamiento de las enfermeras de salud pública y 
en el mes de febrero, el Doctor Myron E. Wegman para la enseñan¬ 
za de higiene maternal e infantil. 

El doctor James A. Doull, de Western Reserve University, 
desempeñó el cargo de profesor visitante por un período de seis 
meses, dictando conferencias sobre epidemiología e iniciando la la¬ 
bor de investigación de dicho Departamento con un estudio sobre 
diarrea y enteritis, causa importante de muerte en nuestra isla. 
El doctor Morton Kramer tuvo a cargo la enseñanza de estadísti¬ 
cas, mientras al mismo tiempo desempeñaba un puesto a cargo de 
la División de Estadísticas del Departamento de Sanidad. Se nom¬ 
braron además otros técnicos sanitarios de la isla con experiencia 
profesional para desempeñar funciones pedagógicas. 

Ese año se entrenaron cuatro grupos de estudiantes, entre los 
cuales figuraban 10 enfermeras de salud pública seleccionadas en- 
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tre las superintendentes y enfermeras graduadas del Departamento 
de Sanidad; 10 ingenieros sanitarios; y 13 ayudantes de labora¬ 
torio, todos con el grado de Bachillerato en Ciencias procedentes de 
la Universidad de Puerto Rico y del Instituto Politécnico de San 
Germán. 

El personal facultativo de otros departamentos ya establecidos 
en la Escuela se encargaba de explicar bacteriología, química de la 
nutrición y parasitología. El Colegio de Educación de la Univer¬ 
sidad de Puerto Rico y una Unidad Modelo de Salud Pública esta¬ 
blecida en Río Piedras se encargaban de impartir instrucción en 
todos los aspectos del programa de enseñanza. 

Durante ese año los Doctores Walter Clarke y M. K. Reyes, 
pertenecientes a la Sociedad Americana de Higiene Social, dieron 
un cursillo intensivo sobre los distintos aspectos de las enferme¬ 
dades infecciosas génitourinarias. El Doctor A. Ashley Weech, del 
Hospital de Niños de la ciudad de New York, profesó un curso 
graduado de pediatría. A estos cursos asistieron 15 médicos, to¬ 
dos ellos funcionarios del Departamento de Sanidad. 

La labor de investigación del Departamento empezó al mismo 
tiempo que la labor docente. El doctor Hardy y el Doctor Kramer 
hicieron un estudio con miras a evaluar la garantía que ofrecen 
en este país las causas de muerte tal como aparecen consignadas en 
ios certificados de defunción. Empezaron el estudio de las diarreas 
infantiles prestando atención especial a un brote de disentería ba¬ 
cilar causada por el B. New Castle. El Doctor James Watt, del 
♦Servicio de Salud Pública de los Estados Unidos, estudió con pre¬ 
ferencia los tipos de disentería bacilar que prevalecen en la isla y 
la epidemiología de la enfermedad. El profesor Henderson planeó 
un estudio especial del problema de la malaria en las zonas urba¬ 
nas de este país y con la ayuda de sus discípulos planeó una in¬ 
vestigación sanitaria de un caserío en la jurisdicción de Trujillo 
Alto, cuyo plan de investigaciones fué multigrafiado mientras 
otra investigación semejante se llevaría a cabo en el distrito mu¬ 
nicipal de Río Piedras. Auxiliado por el personal de los Departa¬ 
mentos de Bacteriología y Medicina Interna el profesor Wegman 
investigó el tratamiento de la disentería bacilar con sulfaguanidi- 
na y ciertos factores etiológicos y epidemiológicos en relación con 
las diarreas de la Infancia. El Doctor Kramer en unión al pediatra 
puertorriqueño Doctor Fernández Marchante llevó a cabo una in¬ 
vestigación de la alimentación infantil en el país y su relación con 
la mortalidad en los primeros años de vida. El epidemiólogo Doctor 
James A. Doull, con la ayuda de sus estudiantes llevó a cabo una 
investigación referente a la tuberculosis en la urbanización rural 
de Saint Just. 

Los cursos organizados fueron preparados para oficiales mé- 
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dicos de sanidad con el objeto de que pudieran obtener su diploma 
con Licenciatura (Master) en Salud Pública, para enfermeras de 
salud pública con el título en esta especialidad, para ingenieros 
graduados que deseaban especializarse y recibir el título de “Mas¬ 
ter” en Ingeniería Sanitaria y para Bachilleres en Ciencia con el 
objeto de obtener un certificado acreditado en Tecnología Médica. 

Durante este período se llevó a cabo un cursillo intensivo de 
Pediatría y Obstetricia en el Hospital de Distrito de Bayamón y 
otro sobre “Abastecimientos de Agua” preparado especialmente 
para los ingenieros sanitarios del Departamento de Sanidad. 

Aparte de los cursos regulares, la especialista en nutrición se¬ 
ñora Rosa M. de Rodríguez, de la Universidad de Puerto Rico, di¬ 
rigió una serie de lecciones prácticas para el adiestramiento del 
personal del Departamento de Sanidad. 

Finalmente, los miembros del Departamento de Salud Pública 
contribuyeron a organizar y practicaron activamente sobre proble¬ 
mas médico-sociales referentes a Puerto Rico que fueron provistos 
en la Escuela de Trabajo Social de la Universidad de Puerto Rico. 

El Doctor Hardy, que dirigía el Departamento, renunció para 
marcharse a los Estados Unidos ocupando su puesto como Director 
del Departamento el Doctor J. M. Henderson. 

En el curso del 1942-1943 se matricularon por primera vez es¬ 
tudiantes con el objeto de hacer trabajos especiales: el Doctor Car¬ 
los Calero, de Manta, Ecuador; el Doctor José de J. Alvarez, de 
Santo Domingo; y la señorita María Dolores Fernández, del mismo 
país. Durante el mes de febrero la señorita Aimeé Wilcox, del Ser¬ 
vicio de Salud Pública de los Estados Unidos, explicó un curso su¬ 
perior sobre microscopía en relación con el paludismo al cual asis¬ 
tieron 52 alumnos; y el Doctor Honorato De Castro, catedrático 
de Ciencias Matemáticas de la Universidad Central de Madrid y 
astrónomo de aquel observatorio, profesó un curso de conferen¬ 
cias sobre “Teoría de Mínimos Cuadrados” con especial aplicación 
a las bioestadísticas. El Doctor Henderson fué ascendido a profe¬ 
sor de ingeniería sanitaria de la Universidad de Columbia en New 
York, y en la dirección del Departamento fué nombrado el Doctor 
Guillermo Arbona, puertorriqueño meritísimo que ha venido des¬ 
empeñando esa labor hasta el presente. 

En este año se gradúan por primera vez de Maestros en Sa¬ 
lud Pública (Master in Public Health) los Doctores E. Martínez 
Rivera, Luis A. Sánchez y Rafael A. Timotheé. 

En el año 1914 se nombró al señor José Rivera León, profe¬ 
sor auxiliar de ingeniería sanitaria, a la señorita Edna S. Mac- 
Kinnon, profesora auxiliar de enfermería sanitaria, a la señorita 
Celia Guzmán como ayudante de la misma disciplina, al señor Or¬ 
lando Bonilla como ayudante de laboratorio, al señor Nelson Biaggi 
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profesor agregado de ciencias sanitarias y al profesor Earl B. 
Phelps profesor visitante de ciencias sanitarias. Además de los 
72 estudiantes que asistieron a los cursos regulares del Departa¬ 
mento se profesaron cursos especiales de ingeniería sanitaria, al 
cual asistieron 24 estudiantes, otros para inspectores de sanidad con 
el objeto de entrenar un grupo de 20 estudiantes, 10 de los cuales 
procedían de la República de Haití enviados por la Oficina de Co¬ 
ordinación de Asuntos Interamericanos. Más tarde se llevó a ca¬ 
bo un tercer curso para 19 estudiantes, 9 procedentes de la Repú¬ 
blica Dominicana. 

En el año 1945, previa consulta con la Junta Especial de Sín¬ 
dicos de la Escuela de Medicina Tropical, se decidió cambiar el 
nombre del Departamento a Departamento de Higiene. Durante 
este año vinieron a Puerto Rico 8 estudiantes enviados por el Ins¬ 
tituto de Asuntos Interamericanos, 3 eran médicos y 5 ingenieros, 
y asistieron a los cursos regulares 108 estudiantes los cuales en su 
mayoría procedían del Departamento de Sanidad. 

En el mismo año la Legislatura de Puerto Rico incluyó en su 
Plan de Seis Años una asignación de $240,000 para la construc¬ 
ción de un nuevo edificio para alojar el Departamento de Higiene. 
El reputado arquitecto Don Rafael Carmoega fué encargado del 
diseño y preparación de planos para el nuevo edificio. El Departa¬ 
mento quedó instalado en el nuevo edificio a principios del año 
1949. 

En el 1946 la matrícula a dicho Departamento fué como si¬ 
gue: 4 estudiantes de Brazil, 1 de Colombia, 3 de la República Do¬ 
minicana, 5 de la República de Haití, 2 de Venezuela, y 73 proce¬ 
dentes de la isla. Este año se dictó un curso práctico sobre el con¬ 
trol de malaria. Los estudiantes que asistieron al mismo estuvie¬ 
ron la mayor parte del tiempo fuera de la Escuela, en el mismo 
campo de operaciones, llevando a cabo una encuesta preliminar 
en Loíza Aldea y después realizando una campaña de saneamiento 
antimalárico en cooperación con el Departamento de Sanidad y el 
Servicio de Salud Pública de los Estados Unidos en distintos puntos 
de la isla. Entre los estudiantes matriculados en este curso asistie¬ 
ron al mismo 5 oficiales del ejército americano, encargados de la 
tarea antimalárica en los puestos militares donde estaban destaca¬ 
dos. Se profesó además, un curso sobre métodos de laboratorio de in¬ 
geniería sanitaria en el que figuraban diversas materias de ense¬ 
ñanza: procedimientos químicos y bacteriológicos de aguas pota¬ 
bles y aguas impuras, exámenes de leche y utensilios y enseres 
utilizados en la preparación de alimentos. 

Se continuó la investigación científica en cooperación con 
otros Departamentos de la Escuela llevando a cabo un estudio de 
la distribución de los casos de tifus exantemático acaecidos en el 
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recinto de nuestra Capital. Se continuó el estudio epidemiológico 
de las diarreas y enteritis llevando a cabo estudios bacteriológicos 
e inmunológiccs en los asilados del Hospital de Psiquiatría. Se 
inició una nueva tarea de investigación que comprendía el estudio 
de las condiciones sanitarias de las aguas de la Bahía de San Juan, 
el Caño de Martín Peña y la Laguna San José. Este estudio resul¬ 
tó de gran interés para la Autoridad de Acueductos y Alcantarilla¬ 
dos de Puerto Rico. 

En el próximo año, además de continuar la labor docente, se 
dió maycr importancia a la de investigación estudiando una vacu¬ 
na preparada con un microorganismo de Flexner IV en 90 enfer¬ 
mos shigelósicos practicándose semanalmente el examen coproló- 
gico de todos ellos para comprobar el índice de infección entre los 
vacunados y los no vacunados. En colaboración con el Departamen¬ 
to de Zoología Médica se emprendió un estudio para determinar el 
efecto que producen distintos preparados de cloro en el tratamien¬ 
to químico de las aguas de alcantarillados sobre las larvas y los 
huevecillcs de la bilharzia. 

Estudióse la frecuencia con que aparecen bacilos tuberculo¬ 
sos en la leche de vacas con reacción positiva a la tuberculina. El 
personal encargado de la Sección de Estadísticas del Departamen¬ 
to colaboró con el Centro de Estudios Sociales de la Universidad 
de Puerto Rico en un estudio de nuestro problema de población em¬ 
prendido con la Oficina de Investigaciones Demográficas de la Uni¬ 
versidad de Princeton. 

El Doctor Marcelino Pascua, miembro del Departamento de 
Bioestadísticas de la Escuela de Salud Pública de la Universidad 
de Johns Hopkins, profesó un curso sobre estadísticas demográfi¬ 
cas y métodos estadísticos y el Doctor James S. Simmons, decano 
del Colegio de Salud Pública de la Universidad de Harvard, con¬ 
currió invitado como orador a la Asamblea Anual de la Asociación 
de Salud Pública de Puerto Rico. 

Se prosiguió el estudio de la diarrea entre los enfermos del 
Hospital de Psiquiatría determinando el organismo causante de las 
infecciones en el mismo. De 7,000 muestras examinadas 228 re¬ 
sultaron positivas, la mayor parte perteneciente al tipo Flexner. 
Sin embargo, también aparecieron infecciones con la Sh. sehmitzi y 
Sh. alkalescens. Se observaba cierta variación estacional en la in¬ 
cidencia de la enfermedad, la cual disminuía en frecuencia duran¬ 
te el mes de diciembre llegando al punto mínimo en mayo. Em¬ 
pezaban a aumentar los casos en el mes de junio y alcanzaban el 
máximo en el mes de septiembre. Se encontró que algunos casos 
infectados con determinado tipo de Sh. Flexner no sufrían rein¬ 
fección, mientras que otros enfermos padeciendo de infección por 
otro tipo de microorganismo sufrían reinfección con frecuencia, 
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lo cual demostraba que algunos tipos de Flexner confieren una in¬ 
munidad más duradera que otros. 

A solicitud de la Autoridad de Acueductos y Alcantarillados 
se llevó a cabo un estudio del grado de polución del Río Mata de 
Plátano en las montañas de Luquillo y a solicitud del Departamento 
de Sanidad se llevó a cabo una extensa investigación de la conta¬ 
minación de las aguas del Río Puerto Nuevo y un estudio del fun¬ 
cionamiento del alcantarillado de Bayamón. Una fábrica de cer¬ 
veza de la localidad pidió así mismo, que se practicase una inves¬ 
tigación para determinar la demanda bioquímica de oxígeno para 
las aguas de desperdicio industrial. 

En el mes de febrero de 1947 se inició una campaña sistemá¬ 
tica para el control de la esquistosomiasis en un sitio denominado 
“Las Peñas”, una zona suburbana del barrio de Sabana Llana de 
Río Piedras, con 600 habitantes que residían en 110 domicilios 
en los cuales el parasitismo esquistosomiásico alcanzaba el 40% de 
la población. Se pusieron en práctica las siguientes medidas de 
control: (a) tratamiento de los sujetos parasitados, (b) construc¬ 
ción de letrinas, (c) erradicación del caracol que sirve de huésped 
intermediario del parásito, y (d) instrucción popular sobre los me¬ 
dios de evitar la parasitosis. Este experimento se llevó a cabo por 
varios años, habiendo sido publicados sus resultados en revistas 
científicas. 

Lo escrito anteriormente les dará a ustedes una idea clara de 
lo que es el Departamento, que hace poco reconoció la Asociación 
Americana de Escuelas de Salud Pública. No quiero terminar sin 
d°r entero crédito a los Doctores E. Garrido Morales, Bachman y 
Hardy, que concibieron la idea de su establecimiento y colabora¬ 
ron en su fundación, y felicitar calurosamente a mis compañeros 
que componen la Facultad de dicho Departamento, al profesor Gui¬ 
llermo Arbona y al actual Secretario de Salud, Doctor Juan A. Pons, 
quienes merecen crédito por su laudable esfuerzo. 
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Dr. Jaime F. Pou, Dr. Luis R. Guzmán López, Dr. F. Sánchez Castaño y Dr. Guillermo Picó. Al frente, en cuclillas, el Dr. Elmer 



DISCURSO PRESIDENCIAL 


Invitados de honor, compañeros, damas y caballeros: 

No cabe duda de que la medicina en Puerto Rico ha hecho 
grandes avances en los últimos años. Hemos seguido el ritmo de 
progreso de la ciencia médica en el mundo entero y especialmente 
en EE. UU., ya que nuestra Asociación Médica está afiliada a la 
Asociación Médica Americana y nuestro pueblo se desarrolla en 
unión política con el pueblo americano. 

En 1940 teníamos en la isla sólo 509 médicos para atender una 
población de 1,800,000 habitantes o sea, un médico para cada 
3,500 personas; hoy contamos con 1,419 médicos para una pobla¬ 
ción de 2,240,000, que nos da un médico por cada 1,600 personas, 
que es una proporción muy buena de acuerdo con la economía del 
país. 

Tenemos una escuela de medicina de primera categoría, capaz 
de suplir suficientes médicos bien preparados para cubrir las ne¬ 
cesidades futuras del país. Hay además unos 500 jóvenes puerto¬ 
rriqueños estudiando medicina en EE. UU. y en el exterior, mu¬ 
chos de los cuales vendrán a sumarse a nuestras filas en los pró¬ 
ximos 5 años. 

Los hospitales privados y gubernamentales se han multipli¬ 
cado y han modernizado su equipo, y hoy están, muchos de éstos, 
a la altura de los mejores de América. Puerto Rico tiene, relati¬ 
vamente, mayor número de hospitales privados que muchos otros 
países. 

Todos estos adelantos han traído consigo mayores servicios 
médicos y de más alta calidad. El promedio de vida del puertorri¬ 
queño que era sólo de 46 años en 1940, en la actualidad alcanza 
64 años y la mortalidad general es menor de 8 por cada 1000 ha¬ 
bitantes por año, cifra que compara favorablemente con la de los 
EE. UU. 

La mejor a'enc'ón médica es parte del gran movimiento de la 
humanidad hacia una vida mejor como son las mejores viviendas, 
mejores salarios y mejores condiciones de trabajo. 

Naturalmente estos grandes adelantos en la atención médica 
y hospitalaria han traído consigo un aumento considerable en el 
costo de los servicios médicos. Y este aumento ha traído la nece¬ 
sidad de nuevos métodos de distribución de estos servicios. 

Y es precisamente en esta fase de la práctica de la medicina, 
una de las más importantes por cierto, porque toca más de cerca 
las necesidades del pueblo, donde nos hemos quedado rezagados. 

:f Pronunciado por el Dr. Ricardo F. Fernández, presidente de la Asociación 
Médica de Puerto Rico, en la sesión inaugural de la quincuagésima segunda 
Asamblea Anual, Diciembre 6, 1955. 
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En Estados Unidos se está librando una gran batalla entre la 
libre empresa y la regimentación de los servicios médicos y en esta 
batalla la clase médica americana ha luchado gallardamente del 
lado de la libre empresa y ha triunfado. 

¿Por qué luchó la Asociación Médica Americana contra la Re¬ 
gimentación? 

Porque la regimentación no admite la libre competencia y des¬ 
virtúa las relaciones entre el paciente y el médico, principios sobre 
los cuales ha estado basada la práctica ética de nuestra profesión 
desde sus comienzos, y que han probado a través de los siglos que 
son indispensables a la buena práctica de la medicina. 

¿Y qué hizo la clase médica Americana para conseguir este 
triunfo? 

Idear y estructurar planes de seguro médico, que conservan¬ 
do el sagrado principio de la libre selección del médico por el pa¬ 
ciente, brindaron al pueblo mejores servicios médicos al menor cos¬ 
to posible. 

Actualmente hay en Estados Unidos más de cien millones de 
personas cubiertas por algún tipo de seguro médico o de hospita¬ 
lización. Esto cubre aproximadamente dos terceras partes de la 
población. 

¿Y nosotros, qué hemos hecho? 

Hemos hecho algo, no hay duda de eso, pues en Puerto Rico 
hay unas 300,000 personas cubiertas por los planes de seguro mé¬ 
dico, como la Cruz Azul, el Auxilio Mutuo, el plan de la Asocia¬ 
ción de Maestros y otros planes particulares. Pero estes planes 
sólo cubren una octava parte de nuestra población y algunos de 
ellos dejan mucho que desear en cuanto a la calidad de sus servi¬ 
cios y en la limitación de los riesgos que cubren. 

El pueblo demanda más y mejores servicios médicos, y noso¬ 
tros estamos en la obligación de prestárselos. 

Ahora estamos nosotros frente al mismo problema que tuvie¬ 
ron nuestros compañeros del Norte. Altos funcionarios de nues¬ 
tro Gobierno se han manifestado públicamente en favor del segu¬ 
ro médico compulsorio, y nosotros que sabemos que este sistema 
sólo produciría menos y peores servicios para el pueblo interpo¬ 
niendo entre el paciente y su médico la ineficienc : a burocrática, te¬ 
nemos que combatirlo del mismo modo que lo hizo el pueblo nor¬ 
teamericano y su clase médica. 

Hay que tener en cuenta que nuestro problema local es mu¬ 
cho mayor que el de los EE.UU. porque allá el 90 r /r de las familias 
tienen suficientes ingresos para cubrir el costo de los servicios mé¬ 
dicos si este costo se distribuye en pequeños plazos a través de un 
sistema de seguro médico. 

Aquí el promedio de ingresos por familia es mucho más bajo 
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que en EE.UU. y tendremos necesariamente que ajustarnos a esta 
realidad para poder resolver nuestro problema. Y aquí cabe la pre¬ 
gunta que sé está en la mente de todos ustedes: ¿Puede el públi¬ 
co de Puerto Rico pagar estos servicios? Estamos seguros que sí. 
Nuestro ilustre gobernador ha dicho recientemente, y cito sus pa¬ 
labras: “nuestras metas son de un ingreso mínimo, no promedio 
—de $1500 al año por familia para alguna fecha antes del 1960, y 
$2000 para el 1960 o para no mucho después de 1960. Considera¬ 
mos que se ha logrado ese mínimo cuando el 907 de las familias 
puertorriqueñas estén sobre él.” 

Se estima que toda familia con un ingreso de $1800 anuales 
o más puede disponer de unos dólares al mes para pagar un se¬ 
guro médico que le proteja en caso de enfermedad. Sabemos que 
en muchos casos como en el de nuestro propio Gobierno, el patro¬ 
no ayuda a sus empleados a cubrir el costo del seguro médico. 

Nuestra meta es un plan que pueda cubrir en un futuro cer¬ 
cano el 807 de nuestra población. 

Uno de los efectos más importantes de un plan de seguro mé¬ 
dico de esta naturaleza es el de emancipar a miles de personas de 
su condición de indigencia médica. Al puertorriqueño de pocos re¬ 
cursos le es desagradable y a veces cree denigrante tener que de¬ 
pender de la caridad pública o privada para tratar sus males. Par¬ 
ticipando en un plan voluntario de seguro médico se sentirá or¬ 
gulloso de no necesitar de esta caridad. 

Comprendemos que la estructuración y administración de un 
plan de esta magnitud es una tarea hercúlea que demandará to¬ 
das nuestras fuerzas y nuestro ingenio y requerirá el sacrificio 
de muchos intereses personales en pro del bien común. 

Pero tenemos convicción plena de que la clase médica puerto¬ 
rriqueña tiene en su seno suficientes profesionales con excelente 
preparación para poder proveer a nuestro pueblo de servicios mé¬ 
dicos tan buenos como los mejores que puedan obtenerse en cual¬ 
quier otro país en el mundo, y por eso hemos comenzado a estruc¬ 
turar un plan para ofrecerle al pueblo estos servicios que ellos 
están demandando con legítimo derecho. 

La Cruz Azul de Puerto Rico ha aceptado todos nuestros re¬ 
quisitos para elaborar un plan conjunto y está ansiosa de unir sus 
recursos a los nuestros para llevarlo a feliz término. Pero toda¬ 
vía falta mucho por hacer. Para triunfar en un plan de esta na¬ 
turaleza se necesita la cooperación de los médicos que proveen los 
servicios y del público que los usa y que los paga. Estamos dispues¬ 
tos a considerar cuantas sugestiones tengan a bien hacernos las 
agencias gubernamentales, las uniones obreras y las entidades pri¬ 
vadas que al igual que nosotros deben estar interesados en que 
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se ofrezcan a nuestro pueblo servicios médicos de la más alta ca¬ 
lidad al menor costo posible. 

La clase médica tiene que asumir el liderato en esta cruzada, 
y tenemos que redoblar nuestros esfuerzos para evitar la regimen- 
tación gubernamental de los servicios médicos que traería despres¬ 
tigio y sometimiento a nuestra profesión y desgracia y sufrimien¬ 
to a nuestro pueblo. 


Ricardo F. Fernández, M.I). 

Presidente 
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Estimados compañeros: 

Al iniciar nuestra gestión administrativa en diciembre del año 
pasado nos propusimos realizar el mayor esfuerzo para cumplir 
a cabalidad la misión que ustedes tuvieron a bien hacernos. De¬ 
cidimos, sin embargo, dar mayor énfasis a los siguientes aspectos 
del programa trazado: 

1— Ampliación del Edificio 

2— Campaña de Socios 

3— Programa Científico 

4— Relaciones Públicas 

5— Aumento en los Sueldos de los Médicos 

6— Boletín Médico 

Puedo asegurarles que si en alguno de estos asuntos no he¬ 
mos logrado alcanzar nuestro objetivo no ha sido por que nues¬ 
tro interés haya decaído, y sí por las dificultades que el mismo 
conlleva. 

En relación con el aumento de sueldo que gestionábamos pa¬ 
ra los médicos que trabajan para el gobierno estatal agotamos to¬ 
dos nuestros recursos. Sostuvimos entrevistas con el honorable 
Secretario de Salud y con el Director de la Oficina de Personal. Am¬ 
bos ejecutivos nos prometieron toda su ayuda; pero dificultades 
de índole presupuestal impidieron que pudieran completarse este 
año los trámites necesarios para hacer efectivo el aumento soli¬ 
citado. 

Tengo la certeza, sin embargo, que tanto el Dr. Pons como el 
Sr. Torres Braschi están en buena disposición y debemos seguir 
laborando en pro de este aumento. Para esto se necesitará una 
cooperación más efectiva de los médicos envueltos que la que hemos 
conseguido hasta ahora. 

Campaña de Socios 

Aunque en este asunto no alcanzamos la meta de 100 nuevos 
socios que nos habíamos impuesto, resulta bastante halagador el 
notar que durante el año ingresaron a nuestra agrupación 58 so¬ 
cios regulares y 4 afiliados. 

Es de conocimiento general que el éxito de las gestiones de 
cualquier agrupación como la nuestra depende principalmente del 
número de personas que esté respaldándola. En la época actual 
cuenta mucho la cantidad; no es suficiente la calidad. Ello nos lo 
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prueba el hecho de que las uniones obreras muy pocas veces pier¬ 
den alguna de sus demandas, y más que por la justificación de 
éstas se debe ello al respaldo casi total de sus integrantes. 

No pretendemos, ni siquiera remotamente, que la profesión 
médica se una con el fin deliberado de hacer demandas injustifica¬ 
das; pero sí nos gustaría ver una clase médica unida y poderosa 
que pueda luchar con éxito en la defensa de su legítimo derecho 
a mantenerse libre de intromisiones e imposiciones ajenas, a fin 
de poder rendir a la población servicios médicos de la más alta 
calidad. 

Es deber de cada uno de nosotros abogar porque se hagan so¬ 
cios todos aquellos compañeros que permanecen alejados de nues¬ 
tras filas y que consideremos dignos de entrar al grupo. 

Sabemos que muchos de ellos la única excusa que ofrecen pa¬ 
ra no formar parte de la Asociación es la de que ésta no hace na¬ 
da per ellos. Los que así piensen, realmente no son buenos candi¬ 
datos para pertenecer a nuestra organización. Vamos a atraer en 
primer término los que digan ¿qué podemos hacer nosotros por la 
Asociación? Los que vienen a un grupo pensando sólo en el bene¬ 
ficio que éste les puede proporcionar no vacilarán en abandonarnos 
cuando tengamos que hacer frente a alguna situación que ellos es¬ 
timen pueda perjudicar sus intereses. 

Es verdad que toda Asociación tiene el deber ineludible de ve¬ 
lar por el bienestar de sus socios, ya que son éstos los que hacen 
posible su existencia; pero es también cierto que el socio tiene la 
responsabilidad de servir a su asociación y anteponer el interés y 
bienestar de ésta al suyo propio. Cuantos han servido en la direc¬ 
ción de la Asociación desde su organización en septiembre de 1902, 
así lo han hecho. No vemos razón alguna para que todos los socios 
no estén en igual disposición. Sólo cuando todos adoptemos esa 
actitud lograremos hacer de la Asociación una entidad respetada 
y querida por nuestro pueblo y muy particularmente por los que 
dirigen nuestro gobierno. 

Boletín Médico 

Es con verdadera satisfacción que anotamos el hecho de que 
por primera vez en varios años se ha logrado poner al día la publi¬ 
cación de nuestro Boletín. 

Este año, por disposición reglamentaria hubo necesidad de 
nombrar para presidir la Junta Editora a un nuevo compañero; 
pero al ser llamado el doctor Vallés al ejército, volvió a asumir 
la dirección el anterior presidente, doctor Jiménez López, bajo cu¬ 
ya hábil dirección y la cooperación eficiente de los demás miem¬ 
bros de la Junta Editora se ha puesto al día el Boletín. 
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La Madison Pharmaceutical Laboratories representada en 
Puerto Rico por el Ledo. Adolfo Legrand, ha establecido tres pre¬ 
mios para ser otorgados a los mejores trabajos que se publiquen en 
el Boletín. Estos premios constan de una placa y cheque por $100 
para el primero; cheque de $50.00 para el segundo, y $25.00 para 
el tercero. Este año la Junta Editora seleccionó los siguientes tra¬ 
bajos: 

Primer Premio 

GUILLAIN-BARRE SYNDROME - PRESENT CONCEPTS 
AND REPORT OF 14 CASES 

Héctor F. Rodríguez, M.D., Ernesto C. Martínez, M.D., 
y Luis R. Guzmán-López, M.D. 

Publicado en la edición de enero de 1955. 

Segundo Premio 

ISONIAZID BY THE 1NTRATHECAL ROUTE IN THE 
THERAPY OF TUBERCULOUS MENINGITIS 

José E. Sifontes, M.D., Carmen L. Berio, M.D., Katherine 
R. Rivera, M.D. and Julieta Grana, M.D. 

Publicado en la edición de enero de 1955. 

Tercer Premio 

CARCINOMA OF THE STOMACH - SEVEN-YEAR REVIEW 
John F. Sanabria, M.D. 

Publicado en la edición de julio de 1955. 

Esperamos que estos premios sirvan de estímulo para que 
nuestros compañeros den al Boletín sus publicaciones de interés, 
descontinuando la práctica de enviarlos a revistas americanas. 

Deseamos reiterar por medio de estas líneas nuestro agradeci¬ 
miento sincero a los Laboratorios Farmacéuticos Madison por la 
ayuda que nos brindan. 

Relaciones Públicas 

Otro de los asuntos objeto de nuestro interés ha sido el refe¬ 
rente a relaciones públicas. 

Como es de vuestro conocimiento desde el domingo 19 de ju¬ 
nio, hemos venido trasmitiendo a través de la radioemisora WKAQ, 
todos los domingos a las 12:00 del día y bajo los auspicios de Ma- 
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dison Pharmaceutical Laboratories, un programa radial con el nom¬ 
bre de “Los Médicos Informan”. 

El comité de Relaciones Públicas, bajo la entusiasta dirección 
del Dr. José A. de Jesús, y con la cooperación del Sr. René Poitevín, 
quien actúa como locutor y moderador, ha venido presentando a 
varios compañeros en la discusión de temas de interés general pa¬ 
ra la comunidad. 

Este programa ha tenido gran aceptación en la radio-audien¬ 
cia, y esperamos que el mismo pueda seguirse llevando a cabo. 

A petición de los auspiciadores nos proponemos hacer una en- 
cuestra entre médicos para verificar qué acogida tiene este pro¬ 
grama entre la clase médica. 

Durante el año hicimos innumerables gestiones para iniciar 
un programa de televisión y logramos conseguir a los Laboratorios 
Pfizer como auspiciadores; pero nos dimos cuenta de las serias di¬ 
ficultades que un programa de esta naturaleza conlleva, y desisti¬ 
mos de la idea para no desviar nuestra atención de otros proble¬ 
mas que a nuestro juicio eran de más urgencia. 

Hemos discutido ampliamente en el seno de la directiva la ne¬ 
cesidad y conveniencia de crear una división de relaciones públicas 
para ocuparse más bien de tener al tanto a la directiva de todos 
los proyectos de carácter médico que se presenten en la Legislatu¬ 
ra y de ayudarnos a combatir los que consideremos perjudiciales 
y a defender aquellos que sean beneficiosos. La persona a cargo 
de esta división deberá también asesorar a la directiva en cues¬ 
tiones públicas de carácter controversial. Hasta la fecha se han 
considerado varios candidatos; pero en la opinión de la mayoría 
uno de éstos reúne las mejores cualificaciones. Es un abogado pro¬ 
minente y persona muy influyente en los círculos gubernamentales. 
Nos proponemos entrevistarnos con él en el curso de esta asam¬ 
blea, y mientras tanto, nos hemos anticipado a crear un nuevo 
cargo en el presupuesto con una remuneración de $3,000 anuales. 

Ampliación del Edificio 

Esta presidencia tiene un interés muy marcado en conseguir 
poner el domicilio de nuestra Asociación al nivel de la clase a la 
cual alberga. 

Posiblemente todos ustedes, al igual que los demás miembros 
de la Asociación se sentirán hastiados de mis continuas exhortacio¬ 
nes para que cooperen en esta causa. Sinceramente no nos arre¬ 
pentimos de nuestra insistencia, puesto que con ello hemos logrado 
levantar el interés de un gran número de compañeros. 

Actualmente tenemos en caja $37,000.00 incluyendo el benefi¬ 
cio del sorteo del carro, que como ustedes saben, se llevará a efec¬ 
to por segunda vez durante el mes en curso. Este nos ha dejado un 
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beneficio de $6,000 y esperamos produzca algo más con el cobro 
de los boletos pendientes y los que se puedan vender antes del nue¬ 
vo sorteo. 

En nuestro empeño de poder empezar esta obra a principios 
de enero próximo ya hemos sometido los planos y especificaciones 
a la consideración de tres ingenieros contratistas amigos, y sus 
proposiciones serán consideradas oportunamente por el Comité de 
Edificio. 

Esta presidencia está altamente agradecida a los compañeros 
que integran el Comité de Edificio, muy especialmente a su pre¬ 
sidente, Dr. Basilio Dávila y al Dr. Freddie González, quienes han 
demostrado verdadera disposición e interés para que pueda reali¬ 
zarse este proyecto. Son igualmente acreedores a nuestra gratitud 
todos los colegas que nos han animado en nuestro empeño a través 
de sus generosos donativos y de su desinteresada ayuda en la co¬ 
locación de boletos para el sorteo de este año. 

Tribunal Examinador de Médicos 

Con fecha 28 de diciembre de 1954 enviamos una carta al 
honorable Gobernador sometiéndole las siguientes ternas para cu¬ 
brir las vacantes ocurridas en el Tribunal el 27 de dicho mes: 

Para sustituir al doctor Barbosa: 

Dr. Luis R. Guzmán López 
Dr. Federico Hernández Morales 
Dr. J. R. González Giusti 

Para sustituir al doctor Pérez: 

Dr. E. Colón Yordán 
Dr. Luis F. Sala 
Dr. J. Rodríguez Olmo 

Para sustituir al doctor Pons: 

Dr. Luis A. Sanjurjo 
Dr. Manuel E. Paniagua 
Dr. José M. Torres Gómez 

No logramos sin embargo, que se tomara acción sobre estas va¬ 
cantes, toda vez que en la pasada sesión legislativa el Senador Ri¬ 
vera Colón presentó un proyecto de ley para eliminar las juntas 
examinadoras y el Gobernador no deseó hacer nuevos nombramien¬ 
tos hasta tanto se supiera en qué paraba dicha legislación. 

Este proyecto recibió una franca oposición de nuestra parte y 
el periódico El Mundo en su edición del 6 de mayo publicó un jui- 
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cioso editorial oponiéndose a la aprobación de una medida tan drás¬ 
tica. 

Más recientemente vino a nuestro poder un esquema de pro¬ 
yecto cuya intención es quitarle a nuestra Asociación el derecho 
de proponer ternas al honorable Gobernador para miembros del 
Tribunal. Dicho embrión de proyecto lee como sigue: 

LEY 

Para enmendar el Artículo 1ro. de la Ley Número 22 de 
Abril de 1931 enmendada subsiguientemente. 

Decrétase por la Asamblea Legislativa de Puerto Rico: 

Sección 1. Por la presente se enmienda el Artículo 1ro. 
de la Ley Número 22 aprobada el 22 de abril de 1931 y en¬ 
mendada subsiguientemente para que lea como sigue: 

Artículo 1.—Al empezar a regir esta ley, el Gobernador 
de Puerto Rico, por y con el Consejo y consentimiento del 
Senado de Puerto Rico, (a propuesta de las sociedades o 
asociaciones médicas, debidamente inscritas en el Departa¬ 
mento de Estado de Puerto Rico, como sociedades o asola¬ 
ciones para fines no pecuniarios) nombrará por un término 
de cuatro años, un Tribunal Examinador de Médicos, com¬ 
puesto de siete médicos, con no menos de cinco años de 
ejercicio de la profesión en el Estado Libre Asociado cada 
uno, y de acuerdo con las siguientes disposiciones; Dispo¬ 
niéndose, que no más de tres de estos médicos serán resi¬ 
dentes de la ciudad de San Juan. 

Las sociedades o asociaciones médicas debidamente ins¬ 
critas en el Departamento de Estado de Puerto Rico como 
sociedades o asociaciones para fines no pecim arios podrán 
someter a! Gobernador una lista de candidatos que reúnan 
los requisitos para ser designados miembros de la Junta 
Examinadora. El Gobernador podrá utilizar esta lista en 
la selección de dichos miembros. 

Sección 2. Esta ley empezará a regir inmediatamente des¬ 
pués de su aprobación. 

Esta misma semana tuvimos una cordial entrevista con el 
honorable Gobernador, en la cual estuvieron presentes el Dr. Jai¬ 
me F. Pou, presidente electo, y el Dr. A. Oliveras Guerra, presi¬ 
dente del Tribunal Examinador de Médicos de Puerto Rico. Du¬ 
rante este cambio de impresiones el Sr. Gobernador nos explicó 
los motivos por los cuales él no había nombrado los nuevos miem¬ 
bros de la Junta; nos explicó que la legislación propuesta por el 
Senador Rivera Colón aparentemente había perdido el favor le¬ 
gislativo y nos ofreció que procedería a extender los nombramien¬ 
tos pendientes en el curso de los próximos días. 
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Nuestra Asociación ha mantenido relaciones muy cordiales con 
el Tribunal Examinador y nuestros asesores están actualmente in¬ 
terviniendo como “amicus curiae” en unos pleitos que llevan con¬ 
tra el Tribunal varios de los médicos extranjeros que pretenden 
se les extienda licencia permanente sin el requisito de someterse 
a los exámenes regulares de reválida. 

En caso de que la decisión sea desfavorable al Tribunal Exa¬ 
minador de Médicos ya hemos solicitado personalmente del Sub¬ 
secretario de Justicia que se recurra en apelación al Tribunal Su¬ 
premo. 

Asociación Médica Americana 

Todos ustedes saben de la acogida franca y cordial de que 
fueron objeto los doctores Pou y Picó, durante la visita que dis¬ 
pensaron a las oficinas de la Asociación Médica Americana en 
Chicago y Washington en gestiones oficiales en relación con le¬ 
gislación pendiente de consideración en nuestro país. 

No cabe duda que las conexiones hechas por los doctores Pou 
y Picó habrán de sernos de gran beneficio en el futuro. Es nece¬ 
sario que se estimulen esas relaciones de amistad de manera que 
podamos seguir utilizando al máximo la gran influencia que tiene 
la Asociación Médica Americana en las esferas gubernamentales 
americanas. 

Nececitamos demostrar a la Asociación Médica Americana 
nuestra gratitud por las atenciones dispensadas a nuestros dele¬ 
gados, y se nos ocurre que la mejor forma de expresar dicho agra¬ 
decimiento es consiguiendo que un mayor número de médicos puer¬ 
torriqueños se hagan miembros de esta gran organización. 

Este año tenemos entre nosotros al Dr. Hess, buen amigo de 
nuestra clase médica y actual presidente de la Asociación Médica 
Americana. Demostrémosle a él nuestro aprecio y hagamos su 
permanencia en Puerto Rico una de grata recordación. 

Auxilio Médico Mutuo 

Actualmente hay una disposición en el reglamento del Auxi¬ 
lio Médico Mutuo para que los médicos que ingresen después del 
período de gracia concedido paguen además de la cuota regular de 
$50.00, el siguiente recargo: 

1. Médicos que ingresen después del primer año de 
haber revalidado y que sean menores de 30 años 


de edad _ $2.00 

2. Médicos de 31 a 40 años de edad_ 7.00 

3. Médicos de 41 a 50 años de edad_ 17.00 

4. Médicos de 51 a 60 años de edad_ 32.00 
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Esta disposición no se ha seguido al pie de la letra, ya que 
se interpretó que dicho recargo se cobraría solamente el primer 
año. Por otro lado el mismo resultaría muy fuerte si se cobrara 
anualmente. 

Así pues, interpretando el sentir de mis compañeros de direc¬ 
tiva vamos a proponer que dicha escala de recargos sea enmenda¬ 
da en la forma siguiente: 

Póliza A — Hasta los 35 años de edad el médico que 
ingrese a la Asociación pagará la cuota 


regular, que actualmente es de_ $50.00 

Póliza B — De 36 a 40 años pagará un recargo 

anual de_ 5.00 

Póliza C — De 41 a 50 años pagará un recargo 

anual de _ 10.00 


Médicos que deseen ingresar a la Asociación después de ha¬ 
ber cumplido los 50 años no se podrán acoger al plan de Auxilio 
Médico Mutuo. 

Comité de Credenciales. 

El Comité de Credenciales de la Asociación, bajo la presiden¬ 
cia del Dr. Antonio Navas, ha venido realizando una eficiente la¬ 
bor en relación con las solicitudes de ingreso. 

En su última reunión el Comité decidió no considerar más 
solicitudes para la categoría de miembros afiliados hasta tanto se 
enmiende el reglamento para determinar el tiempo durante el cual 
podrán permanecer éstos en dicha categoría y recomendó a la di¬ 
rectiva se presentara en esta reunión la correspondiente enmienda 
al reglamento. 

Accediendo a la solicitud del Comité de Credenciales deseamos 
proponer la siguiente enmienda al inciso C de la Sección Primera 
del Artículo I del Reglamento: 

Para que donde dice: 

“La condición de “miembro afiliado” cesará seis meses 
después que el candidato haya recibido su notificación de 
haber aprobado los exámenes de reválida, y deberá en¬ 
tonces hacer su solicitud para miembro activo.” 

se le agregue el siguiente Disponiéndose: 

“Disponiéndose, que bajo ningún concepto un médico po¬ 
drá permanecer en esta categoría por un período mayor 
de cinco años.” 
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Médicos jubilados 

Como es de conocimiento general, los médicos que ahora tra¬ 
bajan para el Departamento de Salud son obligados a retirarse al 
cumplir los 65 años. Muchos de estos compañeros, al llegar a esta 
edad, sólo cuentan con la pensión que les dará el Gobierno, limitán¬ 
dose por lo tanto considerablemente sus ingresos. 

Ya nuestra directiva ha recibido la solicitud de uno de estos 
compañeros para que se les exima del pago de la cuota. 

Con el fin de remediar esta situación, que en el futuro habrá 
de repetirse con bastante frecuencia, nos permitimos proponer la 
siguiente enmienda a la Sección Segunda del Artículo I del Re¬ 
glamento. 

Agregar al final de la sección el siguiente párrafo: 

“Todo médico que haya pertenecido a la Asociación Médica de 
Puerto Rico por un período de 30 años y cumplido 65 años 
de edad, podrá ser eximido del pago de la parte de la cuota 
correspondiente a la Asociación mediante solicitud que debe¬ 
rá ser aprobada por la junta directiva.” 

Cruz Azul y Escudo Azul 

Todos ustedes están al tanto de las gestiones que ha venido 
haciendo la directiva de la Asociación conjuntamente con el Co¬ 
mité de Escudo azul y Cruz Azul de la Cámara en relación con el 
programa de Escudo Azul. 

Vamos a transcribir para conocimiento de ustedes la última 
correspondencia cursada sobre este asunto entre la Asociación y 
la Cruz Azul de Puerto Rico. 


3 de octubre de 1955 

Honorable Junta de Directores 
Cruz Azul de Puerto Rico 
Santurce, P. R. 

Señores: 

La Asociación Médica de Puerto Rico se complace en comu¬ 
nicar a ustedes que dará su completo respaldo a un plan de 
seguro médico estructurado conjuntamente por la Cruz Azul 
de Puerto Rico y esta Asociación, siempre y cuando que el 
mismo llene los siguientes requisitos: 

1. Que dicho plan sea estructurado en tal forma que en 
un futuro no lejano pueda incluir el 80% de la pobla¬ 
ción de Puerto Rico. 

2. Que se cree una sub-junta de Directores compuesta de 
siete representantes del público y siete representantes 
de los médicos asociados para que entienda en todos 
los asuntos concernientes a los servicios médico-qui¬ 
rúrgicos que se presten bajo dicho plan. 
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3. Que los fondos correspondientes a los contratos de ser¬ 
vicios médico-quirúrgicos sean separados de los fondos 
de servicios de hospitalización y que al hacer dicha se¬ 
paración se consigne que los mismos sean inviolables 
y no podrán ser usados los correspondientes a servicios 
médico-quirúrgicos para el pago de servicios hospita¬ 
larios y vice-versa. 

4. Que dicho plan llene los requisitos de ética promulga¬ 
dos por la Asociación Médica Americana y por la Aso¬ 
ciación Nacional de Escudo Azul. 

5. Que se establezca un máximum de ingresos para las 
personas que deseen acogerse a dicho plan, y que se 
deje a los médicos en libertad de poder cobrar por sus 
servicios lo que consideren razonable a aquellos suscrip- 
tores que tengan ingresos mayores a los establecidos 
por el plan. 

Muy atentamente, 

(Fdo.) Ricardo F. Fernández, M.D. 

Presidente 

4 de noviembre de 1955 

Dr. Ricardo F. Fernández, Presidente 
Asociación Médica de Puerto Rico 
Avenida Fernández Juncos 
Parada 19 

Santurce, Puerto Rico 
Estimado Dr. Fernández: 

Me complazco en referirme a su atenta comunicación dirigida 
a la Junta de Regentes de la Cruz Azul de Puerto Rico, in¬ 
formando que vuestra Asociación dará su completo respaldo 
a un Plan de Seguro Médico estructurado conjuntamente con 
la Cruz Azul de Puerto Rico, siempre y cuando que el mismo 
llenare los cinco requisitos apuntados en su referida carta. 

La Junta de Regentes de esta organización, reunida en sesión 
ordinaria el jueves 20 de los corrientes, dió amplia y cuidado¬ 
sa consideración al asunto planteado en su carta, tomando en 
cuenta todos los antecedentes de esta cuestión, muy princi¬ 
palmente el hecho incuestionable de que los Planes de Segu¬ 
ros Médicos, según requisitos establecidos por la organiza¬ 
ción nacional, deben funcionar con un completo respaldo de 
las asociaciones médicas locales, y que la ambiciosa proposi¬ 
ción contenida en vuestra primera estipulación ha sido y es 
uno de los firmes e inquebrantables propósitos de la Cruz Azul 
de Puerto Rico. 

Las distintas estipulaciones fueron consideradas separadamen¬ 
te, habiéndose adoptado los siguientes acuerdos con relación 
a las mismas: 

Primera Estipulación 

Se acordó aceptar esta estipulación por constituir uno de los 
ideales de la organización. 
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Segunda Estipulación 

Fué acuerdo recomendar la creación de dos Sub-Juntas, una 
compuesta por siete representantes del Público y siete repre¬ 
sentantes de los Médicos Asociados, y la otra compuesta per 
siete representantes de los Hospitales y siete representantes 
del público, para que entiendan, respectivamente, en todos 
los asuntos concernientes a los servicios médico-quirúrgicos, 
o de hospitalización, entendiéndose que los acuerdos de dichas 
Sub-Juntas deberán ser sometidos a la ratificación de la Jun¬ 
ta en pleno. Al discutirse esta cuestión se tomó en cuenta 
que este asunto había sido considerado por la Asamblea Ge¬ 
neral de la Asociación celebrada en abril 19 y que acordó re¬ 
ferir el asunto para su estudio y consideración de la Junta 
de Regentes. 

Tercera Estipulación 

Se acordó aceptar esta estipulación. 

Cuarta Estipulación 

Se acordó aprobar en principio todo lo contenido en esta esti¬ 
pulación. 

Quinta Estipulación 

Se acordó aceptar esta estipulación, disponiéndose que los 
b'mites máximos de ingresos deberán ser establecidos de mu¬ 
tuo acuerdo entre la Cruz Azul y la Clase Médica. 

Finalmente la Junta de Regentes acordó recomendar que, a la 
mayor brevedad posible, debe llevarse a cabo una reunión con¬ 
junta entre representantes de la Asociación Médica y de la 
Cruz Azul de Puerto Rico a los efectos de sentar las bases fi¬ 
nales para el mutuo entendimiento entre ambas organizacio¬ 
nes que permita lograr el objetivo que se persigue: Que la 
Asociación Médica de Puerto Rico dé un completo respaldo a 
un Plan Médico auspiciado por la Cruz Azul. 

A tal efecto le ruego designe el Comité que habrá de represen¬ 
tar a vuestra Asociación para proceder inmediatamente a ha¬ 
cer ios arreglos necesarios para la primera reunión. 

Atentamente, 

(fdo.) Arturo La Cruz 

Director Ejecutivo 

Está en orden que el Comité de Escudo Azul y Cruz Azul de 
la Cámara y la directiva de la Asociación tengan el cambio de im- 
nresiones propuesto en esta última carta a fin de que se sienten las 
bases finales del programa esbozado. Esta reunión no ha podido 
llevarse a efecto antes debido a que en el momento en que recibimos 
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la anterior comunicación el doctor Colón Yordán se encontraba 
fuera del país. 

* * * 

No queremos ocupar por más tiempo la atención de ustedes 
relatándoles asuntos que ya son de conocimiento general por cuan¬ 
to los hemos informado en nuestras cartas mensuales y en otras 
comunicaciones a la matrícula. 

Esperamos poder seguir sirviendo a nuestra Asociación en el 
futuro con el mismo interés y entusiasmo que lo hemos hecho des¬ 
de la presidencia, y exhortamos a todos ustedes a brindarle un 
respaldo incondicional a nuestro sucesor. 


Muchas Gracias 

Ricardo F. Fernández, M.D. 

Presidente 



¡a o* 



Dr. Ricardo F. Fernández y el Dr. Jaime F. Pou, presidente saliente y presidente electo de la A.M. 
•R. cambian impresiones con los doctores Elmer Hess y George F. Lull, presidente y Secretario Ge¬ 
neral de la A.M.A., respectivamente, durante su reciente visita a Puerto Rico. 






INFORME DEL SECRETARIO 


AÑO 1955 

Señores miembros de la Cámara: 

Deseamos someter a consideración de ustedes la siguiente in¬ 
formación: 

Estadística Médica: 

Al 30 de noviembre de 1955 hay registrados en Puerto Rico, 
de conformidad con nuestros records, 1419 médicos que se dividen 
como se detalla a continuación: 

Socios No socios 


Dirección conocida en Puerto Rico_ 650 596* 

En Estados Unidos y fuerzas armadas_ 62 77 

Dirección desconocida_ 34 


712 707 

En la edición de octubre del Boletín de la Asociación inserta¬ 
mos una relación de todos los médicos que aparecen en nuestros 
records. 

Anotamos a continuación la distribución de estos médicos por 
pueblos y distritos: 

DISTRITO OESTE 


Médicos Asociados: 38 Médicos no Asociados: 28 


Pueblo 

Socios 

No Socios 

Total 

Mayagüez 

26 

12 

38 

Añasco 

1 

1 

2 

Aguada 

0 

1 

1 

Cabo Rojo 

3 

2 

5 

Hormigueros 

0 

2 

2 

Lajas 

1 

2 

3 

Las Marías 

0 

1 

1 

Maricao 

0 

1 

1 

Moca 

0 

2 

2 

Rincón 

0 

2 

2 

Sabana Grande 

2 

1 

3 

San Germán 

5 

1 

6 


38 

28 

66 


* En esta cifra están incluidos 92 médicos que están haciendo su año de 
internado. 
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DISTRITO ESTE 


Médicos Asociados: 490 Médicos no Asociados: 368 


Pueblo 

Socios 

No Socios 

Total 

San Juan 

307 

165 

472 

Aguas Buenas 

1 

0 

1 

Barranquitas 

0 

2 

2 

Bayamón 

21 

39 

60 

Caguas 

15 

14 

29 

Cataño 

2 

3 

5 

Carolina 

1 

4 

5 

Canóvanas 

0 

4 

4 

Cayey 

2 

8 

10 

Ceiba 

0 

1 

1 

Comerío 

1 

0 

1 

Culebra 

0 

0 

0 

Cidra 

1 

1 

2 

Fajardo 

9 

25 

34 

Guaynabo 

1 

2 

3 

Gurabo 

1 

0 

1 

Humacao 

9 

7 

16 

Juncos 

3 

1 

4 

Las Piedras 

0 

1 

1 

Luquillo 

0 

3 

3 

Naguabo 

1 

1 

2 

Naranjito 

1 

1 

2 

Río Grande 

1 

4 

5 

Río Piedras 

110 

76 

186 

San Lorenzo 

1 

1 

2 

Trujillo Alto 

0 

3 

3 

Vieques 

0 

1 

1 

Yabucoa 

1 

1 

2 

St. Thomas 

1 

490 

368 

1 

858 
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DISTRITO SUR 


Médicos Asociados: 76 

Médicos no Asociados: 79 

Pueblo 

Socios 

No Socios 

Total 

Ponce 

53 

34 

87 

Aibonito 

1 

4 

5 

Arroyo 

1 

6 

7 

Adjuntas 

0 

4 

4 

Coamo 

2 

2 

4 

Guánica 

1 

2 

O 

O 

Guayama 

5 

6 

11 

Guayanilla 

1 

1 

t> 

Jayuya 

0 

2 

2 

Juana Díaz 

4 

1 

5 

Maunabo 

0 

1 

1 

Patillas 

0 

3 

3 

Peñuelas 

0 

O 

O 

3 

Orocovis 

1 

o 

3 

Salinas 

2 

O 

O 

r' 

5 

Santa Isabel 

0 

2 

2 

Villalba 

1 

2 

3 

Yauco 

4 

1 

5 


76 

79 

155 



DISTRITO NORTE 



Médicos Asociados: 

45 

Médicos 

no Asociados 

: 122 

Pueblo 


Socios ] 

No Socios 

Total 

Arecibo 


15 

49 

64 

Aguadilla 


7 

24 

31 

Barceloneta 


1 

1 

2 

Camuy 


1 

5 

6 

Cíales 


1 

4 

5 

Corozal 


1 

3 

4 

Dorado 


0 

3 

3 

Hatillo 


0 

2 

2 

Isabela 


1 

4 

5 

Lares 


0 

3 

3 

Morovis 


1 

3 

4 

Manatí 


6 

3 

9 

Quebradillas 


2 

0 

2 

Toa Alta 


0 

1 

1 

Toa Baja 


0 

2 

2 
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Pueblo 

Socios 

No Socios 

Total 

Utuado 

1 

5 

6 

San Sebastián 

3 

4 

7 

Vega Alta 

2 

1 

3 

Vega Baja 

3 

5 

8 


45 

122 

167 


Como informamos al principio, la matrícula actual está inte¬ 
grada por 712 compañeros, de . los cuales 62 están en los Estados 
Unidos estudiando y sirviendo en las fuerzas armadas fuera del 
país. 

Este año se unieron a nuestra matrícula los siguientes com¬ 
pañeros: (58 miembros regulares y 4 miembros afiliados). 


Miembros regulares 

Achecar Achecar, Felipe J. 
Arbona de Goicoechea, José L. 
Alvarez Calderón, Julián 
Badillo Santiago, Ramón 
Berio Suárez, Carmen L. 

Biaggi Dorrego, Hipólito 
Berio Suárez, Antonio 
Berio Suárez, María T. 

Brinz, José 

Barreto Domínguez, A. 

Collazo, César Augusto 
Cornell, Elmer 
Colberg Ríos, Hermán 
Castro de Suárez, Carmen 
Cora Andrade, Marina E. 

Díaz de Garau, Priscila 
Feliciano Rodríguez, Héctor A. 
Fuentes Cruz, Claude E. 
Fernández Sariego, Gilberto 
Fortuño, Roberto F. 

Frasqueri Tosté, Eduardo R. 
García Lascot, Eulalio 
Gómez Acevedo, Manuel 
Garriga Prida, José E. 

Hidalgo Cestero, Carlos A. 
Isales, Ramón 


Javier de Young, Haydeé 
López Elias, Francisco 
López Vargas, Fernando E. 
Lugo, Alberto E. 

Moore, Charles B. 

Morales Boyer, Rafael 
Mella, Juan Luis 
Muñoz, Aurea Isabel 
Martínez de Polo, Hilda 
Montalvo Durand, Eladio A. 
Negrete Añil, César A. 

Nine Curt, José 
Núñez Colón, Neida 
Ortega Guzmán, Francisco A. 
Pérez Lara, Rafael A. 

Prado, José del 
Piovanetti Bonelli, Simón 
Quiñones Acosta, Francisco 
Remus Quintana, Luis E. 

Ríos Pagán, Julián 
Ramírez Kohl, Emilio 
Rivera Cintrón, Feo. José 
Ramírez Weiser, Rafael R. 
Sampayo, Héctor Manuel 
Suárez Alvarez, José F. 
Sepúlveda, Celestino E. 
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Sánchez Longo, Luis P 
Torres Machin, Arturo 
Toro Duncan, Luis del 


Von Micsky, Lajos I. 
Wurdemann, Alma Louise 
Zeni, Celso Vittorio 


Miembros Afiliados 


Bosch Faura, José E. Rubio Herrera, Luis A. 

Frank, Julio E. Rigau Marques, José M. 

Solicitudes regulares pendientes de consideración: 

Oscar A. Ruiz Sosa 
Waldo J. Rodríguez 
Rafael O. Fernández 
Raimundo W. Rodríguez 

Solicitudes de miembros afiliados por considerar: 

Rafael Guerrero Guerrero 
Pedro Luis Nieves López 
Zenobio R. Martínez Cancel 
Jack Shepard 

Las bajas habidas en nuestra matrícula este año han sido: 


Por muerte: 

Dr. Hilario Caso 
Dr. Alvaro Santaella 
Dr. Pedro Conde 
Dr. Federico Velázquez 
Dr. Fernando de Juan 
Dr. Manuel Quevedo Báez 

Por haberse ausentado para Estados Unidos 

Dr. Celso Ramón García 

Por no pagar la cuota 

Dr. Plácido Arrache 

Reuniones Administrativas 

Este año se han celebrado por los directores y comités admi¬ 
nistrativos de la Asociación un total de 61 reuniones. Un detalle 
de estas reuniones se incluye al final de este informe. 

Reuniones Científicas 

También incluimos al final una relación de todos los actos 
científicos celebrados durante el año. El total de conferencias 
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dictadas monta a 63. Estos actos fueron auspiciados por los si¬ 
guientes grupos: 

Comité Científico 

Sección de Oftalmología y Otorrinolaringología 

Sección de Urología 

American College of Physicians 

Sección de Pediatría 

Asoc. Médica Distrito Oeste 

Sección de Medicina Interna 

Sección de Cirugía General 

Sección de Obstetricia y Ginecología 

Asociación Médica del Distrito Sur 

Junta de Cursos Postgraduados 

Asoc. Médica Distrito Este 

Durante la asamblea que dará comienzo el martes se dicta¬ 
rán 55 conferencias adicionales, lo que trae el programa de todo 
el año a un total de 118 ponencias. 

Asociación Médica Americana 

Es con verdadera satisfacción que informamos el hecho 
de que nuestra matrícula ha respondido bastante bien a nuestra 
exhortación para que el mayor número se acoja a la Asociación 
Médica Americana. Al 30 de noviembre tenemos un total de 182 
compañeros que son miembros activos de la Asociación Médica 
Americana. Una lista de estos colegas aparece más adelante en 
nuestro informe. 

Al revisar el informe del Secretario de la Asociación Médica 
Americana de fecha 29 de noviembre de 1955 encontramos que él 
comunica a la Cámara de Delegados de la A.M.A. que en Puerto 
Rico hay 225 miembros activos. Hemos solicitado una relación de 
éstos para revisar nuestros records. 

Actividades generales 

Como de costumbre, hemos realizado cuantas gestiones caen 
dentro de nuestro radio de acción; hemos suplido a los socios las 
credenciales y certificaciones correspondientes; hemos colabora¬ 
do con los demás compañeros de directiva en todo cuanto ha es¬ 
tado a nuestro alcance y hemos enviado a la Asociación Médica 
Americana toda la información solicitada. 


Cordialmente, 

Luis R. Guzmán López, M.D, 

Secretario 
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Good milk to drink- 
after weaning, too 



PET Evaporated Milk is the simple, logical milk to 
recommend through the first year. Because Pet Milk 
supplies all the essential food energy and vital body- 
building substances of milk... and babies who 
have thrived on a Pet Milk formula readily 
accept it as delicious milk to drink. Sterile 
Pet Milk and water—half and half—is 
easy to mix, simple to store, always 
ready. Just as important: Pet Milk 
can save young pavenís many 
dollars íhaí first year alone! 


&11JÍ 


Favorecí Form of Milk 
For Infant Formula 


PET MILK COMPANY, ARCADE BUILDING, ST. LOUIS 1, MO. 


Distribuidores: B. FERNANDEZ & HNOS., INC. 
San Juan, Puerto Rico 







Chloral Hydrate in Suppository Form 



The NEOCERA Base 
A special blend of water-soluble 
waxes requiring no refrigeration. 
Advantages 

Non-barbiturate, non-cumulative 
and no gastric disturbances. Ac- 
curate and pre-measured dosage 
without any rectal discomfort or 
irritation. No leak-back after in- 
sertion. Rapid solubility assures 
prompt sedation. 

Supplied 

Aquachloral Supprettes, 5 grains 
(green), 10 grains (blue), 15 grains 
(yellow) in jars of 12. 


Professional Samples Upon Request 


J )i f//tatH fL?/. °M/e i 

MEMPHIS 3, TENNESSEE 
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Mayor uniformidad en 

la alimentación infantil 


Como Ud. sabe, la dieta del bebé no debe 
variar de día en día. 

Cuando el bebé se cría con Klim, Ud. 
puede estar seguro de que su dieta no variará 
porque Klim es uniforme. Klim es sometida 
a frecuentes ensayos para resguardar esta 
uniformidad tan necesaria—así como su pu¬ 
reza, seguridad y alta calidad. 


EXCELENTE PARA LOS BEBES 

Klim es preparada bajo las más estrictas 
normas de calidad . . . normas que no sólo 
gobiernan su elaboración, sino que se ex¬ 
tienden hasta el cuidado de las mismas vacas 
que producen la leche original. Y el envase 
especial de Klim conserva sus excelentes 
cualidades libre de toda contaminación. 
¡Puede usted recetar Klim sin reserval 


KLIM 

LA PREFERIDA 
EN TODO EL MUNDO 



Para informes profesionales y tablas de alimentación, diríjase a: 

BORDEN COMPANY, 350 MADISON AVENUE, NEW YORK 17, N. Y., Ü. S. A. 


Distribuidores para Puerto Rico: 

PLAZA PROVISION COMPANY, Fortaleza 104, San Juan, P. R. 






























ofgreat benefit 
in treat/ng a variety of 
dermato/ogic disorders 


Piromen 


(pseudomonas polysaccharide) 


PIROMEN ¡s a valuable adjunct ¡n the 
treatment of allergic and other 
dermatoses . 1 ' 3 Clearing ¡s hastened , 2 5 
recurrences lessened , 2 - 3 remissions 
prolonged . 2 It ¡s especially effective ¡n 


otitis externa 
urticaria 
hand eczema 
atopic dermatitis 
contact dermatitis 
vesicular eruptions 
angioneurotic edema 
seborrheic dermatitis 
dermatitis herpetiformis 
infectious eczematoid dermatitis 
pustular bacterid dermatitis 
early axillary hidradenitis 


PIROMEN ¡s a useful and safe 
therapeutic agent. ’- 2 ' 5 Sterile, nonprotein 
and nonantigenic, PIROMEN avoids 
troublesome side effects . 3 ’ 5 


PIROMEN, a stable, aqueous, colloidal dispersión, 
is supplied in 10-cc. vials containing 4 or 10 gamma per cc. 
It may be given in a wide dosage range. 


References: (1) Howles, J. K.: J. Louisiana M. Soc. 106:54, 
1954. (2) Welsh, A. L., and Ede, M.: Ohio M. J., in press. 
(3) Lincoln, C. S., Jr.: M. Times 83:178. 1955. (4) Arnold, H. 

L. , Jr.: Postgrad. Med., in press. (5) Sigel, H.: Connecticut 

M. J. 17:912, 1953. 


For Information, write "Piromen" on your Rx and mail to 


TRAVENOL LABORATORIES, INC. 

subsidiary of Baxter Laboratories, Inc., Morlon Grove, Illinois 



A LOS SEÑORES MEDICOS 


Nos complacemos en recordarles que desde hace 25 
años somos distribuidores de los productos de ELI 
LILLY, de los cuales siempre tenemos completo 
surtido en existencia. 

J. M. BLANCO, INC. 

(Droguería Blanco) 


SINTONICE LA ESTACION WKAQ 
TODOS LOS DOMINGOS 
A LAS 12:00 M. 

Y ESCUCHE EL PROGRAMA 

"LOS MEDICOS INFORMAN" 

RECOMIENDELOS A SUS AMIGOS Y CLIENTES 












NUM OTIZINE 

DISIPA CONGESTION . . . ALIVIA EL DOLOR 



Requiérase o no quimoterapia, la terapia descon¬ 
gestiva que proporciona Numotizine es decidida¬ 
mente importante en neumonitis, gripe, tonsilitis, 

' 

influenza y afecciones similares. Mía»!# 


FORMULA 

Cada 100 gramos contiene: 

Guayacol. 0,260 gramos Glicerina .51,000 gramos 

Formalina (Sol. Formaldehyde) 0,260 " Silicato de Aluminio.46,888 

Creosota de Haya. 1,302 " Carmin .0,030 

'Salicilato de Metilo. 0,260 " 


Hobarf Laboratories, lite; 900 N. Franklin Sf; Chicago 10, NI. 

Distribuidores: Drugs and Co metics, Inc. P. O. Box 9573 — Santurce, P. R. 










THE NEW YORK POLYCLINIC 

ESCUELA DE MEDICINA Y HOSPITAL 


Organizada en 1881 


La Primera Institución Médica de América para Fostgraduados 


SURGERY AXI) ALLIED 
Sl'IÍJ ECTS 

A tvvo months full time com- 
bined surgieai course eompris- 
ing- general surgery, traumatic 
surgery, abdominal surgery, gas- 
troenterology, protology, gyneco- 
logieal surgery, urological surgery. 
Attendance at leetures, witnessing 
operations, examination of patients 
pre-operatively and post operaíi- 
vely and follow-up in the vvards 
post-operatively. Pathology, radi- 
ology, pliysieal medicine, anesthe. 
sia. Cadáver demostratons in 
surgieai anatomy, tlioracie sur- 
gery, proetology, orthopcdics. 
Operative surgery and operative 
gynecology on tlie cadáver; at- 
tendanco at departmental and ge¬ 
neral conferences. 


RADIOLOGIA 

Remisión comprensible de los 
conceptos de física y altas mate¬ 
máticas necesarios, interpretación 
de placas, todos los procedimien¬ 
tos diagnósticos de uso standard, 
métodos de aplicación y dosis de 
radioterapia, r a d i u m y rayos 
X; procedimientos fluoroscópicos 
standard y especiales. Revisión de 
lesiones dermatológicas y tumores 
susceptibles de radioterapia, así 
como los métodos y cálculos de 
dosis en los tratamientos. Espe¬ 
cial enseñanza de los más nuevos 
métodos diagnósticos por medios 
de contraste (broncografía) al li- 
piodol, uterosalpingografía, visua- 
lización de las cámaras cardíacas, 
insuflación perirrenal y pictogra¬ 
fía. Se incluyen instrucciones so¬ 
bre disposición y dirección de de¬ 
partamentos radiólogos. 


ANATOMY - ¡sURuICAL 

1. ANATOMY (OI RSE for tliose 
interested in preparing for Itoard 
Examinations. Tliis ineludes lect¬ 
ures and demonstrations togetlier 
with supervised dissection on tlie 
cadáver. 

2. NURGICAL ANATOMY for 
those interested in a general lie- 
fresher Course. Tliis ineludes lee- 
tures witli demonstrations on the 
dissected cadáver. Fractical ana- 
tomical application is emphasized. 

3. OPERATIVE SURGERY (CA 
DAVER). Lectures on applied an¬ 
atomy and surgical teclinic of 
operative procedures. Matriculants 
perform operative procedures on 
cadáver under supervisión. 

4. REGIONAL ANATOMY for 
those interested in preparing for 
Subspecialty Board Examinations. 


PARA EL PRACTICO GENERAL 

Instrucción intensa en aiilielias 
asignaturas <iue son de interés 
primordial para el médico dedica¬ 
do a práctica general, consistiendo 
de clínicas, conferencias y demos¬ 
traciones en los siguientes depar¬ 
tamentos: medicina, pediatría, car¬ 
diología, artritis, enfermedades 
del pecho, gastroenterología, dia¬ 
betes, alergia, dermatología, neu¬ 
rología, cirugía menor, ginecología 
clínica, proetología, enfermedades 
perivasculares, fracturas, urología, 
otolaringología, patología, radiolo¬ 
gía. La clase deberá asistir a las 
conferencias generales y a las de 
los distintos departamentos. 


Para información sobre estos y otros cursos diríjase a: 

The Dean, 345 West 50th St., New York 19, N. Y. 


ENVÍE SUS ARTICULOS A LA 

JUNTA EDITORA 

NO OLVIDE INCLUIR LA 
BIBLIOGRAFIA 
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PROGRAMA RADIAL 

“LOS MEDICOS INFORMAN” 

PROGRAMA DE LA ASOCIACION MEDICA 
DE PUERTO RICO 

AUSPICIADO POR 

MADISON PHARMACEUTICAL 
LABORATORIES 

ESCUCHELO TODOS LOS DOMINGOS A 
LAS 12:00 M. 

A TRAVES DE LA WKAQ 
O LAS RADIOEMISORAS DE 
PONCE Y MAYAGUEZ 
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COSTA MANDRY, OSCAR, Santurce 
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INDICE DE MATERIAS 

— A — 

Accessory intrapleural Ectopic liver Lobe _ 9 35i 

Acute hepatic insufficiency in alcoholic cirrhosis _ 5 195 

Anaphylactoid shock due to Penicillin _ 8 323 

Aneurysm of the Renal Artery — Report of one case_ 4 153 

Anuria _ 4 140 

— B — 

Batalla antituberculosa, El riesgo del actual optimismo excesivo 

en la evaluación de la _ 6 233 

Blood Testing project in Puerto Rico, The “Door to Door”_ 4 162 

Brucellosis _ 5 189 

— C — 

Cámara de Delegados de la Asociación Médica de Puerto Rico, 

del Comité especial de Escudo Azul, Informe a la _ 9 370 

Carcinoma of the Cervix, Distant metástasis from _ 10 412 

Carcinoma of the Stomach, — Seven Year Review _ 7 279 

Carcinoma of the Stomach — Technicai advances in the Roent- 

genological demonstration of _ 5 216 

Cünical experience with Myleran in the treatment of Leukemia 3 93 

Clinicopathological conference - Presbyterian Hospital _ 11 462 

Coin Lesión, The problems of the _ 5 203 

Common hepatic and common bile ducts, Non traumatic acute 

perforation of the _ 1 20 

Conducto Arterioso, División del _ 1 28 

Conferencia clinicopatológica _ 8 327 

Curso Postgraduado, tercer — Año 1955 _ 9 396 

— D — 

17-Cetoesteroides urinarios en Puerto Rico, Valores normales de 4 147 

Disability provisions of the Federal oíd age and survivors in- 

surance program as it is applied to Puerto Rico, The_ 2 88 

Discurso pronunciado por el Dr. A. Otero López en la Asamblea 
Anual del Distrito Norte en la Ciudad de Arecibo el 18 de sep¬ 
tiembre de 1955, a la memoria del Dr. Francisco M. Susoni __ 10 422 

Distant metástasis from Carcinoma of the Cervix_ 10 412 

División del Conducto Arterioso _ 1 28 

— E — 

Escudo Azul, Informe a la Cámara de Delegados de la Asociación 
Médica de Puerto Rico del Comité Especial de _ 9 370 

— F — 

Female Pseudohermaphroditism of adrenocortical origin: Report 
of a case and discussion of current concepts of pathogenesis 
and treatment _ 11 450 
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— G — 


Guillain-Barre Syndrome — Present Concepts and report of 

14 cases - 1 34 

— H — 

Health Department, Tuberculosis control activities of the_ 9 363 

Hepatic Tests _ 10 403 

Homenaje al Dr. Manuel Quevedo Báez con motivo de la devela¬ 
ción de su retrato en la Asociación Médica de Puerto Rico_ 11 471 

Hospitalismo Mental, El _ 9 366 

— I — 

Inducción del Parto _ 2 64 

Infantile Cortical Hyperostosis — Report of one case_ 9 357 
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Informe del Presidente _ 12 511 

Informe del Secretario _ 12 524 

Isoniazid by the intrathecal route in the therapy of Tubercu- 

lous Meningitis _ 1 1 

Informe detallado del desenvolvimiento del Auxilio Médico Mutuo 
desde la fecha de su fundación (1943) hasta el día 15 de junio 
de 1955 - 6 245 

— L — 

Leukemia, Clinical Experience with Myleran in the treatment of 3 93 

Levophed in coronary occlusion _ 8 305 

— M — 

Maternal Mortality surveys in Minnesota _ 3 103 

Medical directory of Puerto Rico _ 10 426 

Mucoviscidosis _ 12 487 

— N — 

New Radiopaque diagnostic agents _ 7 261 

Non-traumatic acute perforation of the common hepatic and 

common bile ducts - 1 20 

Nota negrológica _ 7 303 

Notas necrológicas _ 6 243 

Nuestro presidente _ 1 46 

— O — 

Obstrucción de las vías biliares _ 12 493 

Oliguria and Anuria in Obstetrics _ 2 71 
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Página del Presidente _ 6 241 
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medio de un tubo plástico_ 4 157 

Itctrolental fibroplasia — Scme cases in Puerto Rico_ 7 288 

Rheumatic activity — Evaluation of some laboratory methods, 

The problem of _ 2 51 

— S — 

Schistosomiasis mansoni — The acute phase — Report of case __ 11 441 

íección Administrativa _ 2 84 

Sección de la Biblioteca _ -6 249 

Splenic venography- 10 397 

Statistics about physicians in Puerto Rico _ 3 113 

— T — 

Transanal Ilcostomy _ 4 129 

rraumatic paraplegia _ 7 296 

Tuberculosis control activities of the Health Department_ 9 363 

Tuberculosis en los niños _ t¡ 339 

Tuberculosis, En torno al programa de- 6 226 

— U — 

Upper gastrointestinal bleeding_ 6 221 

— V — 

Valores normales de 17-cetoesteroides urinarios en Puerto Rico 4 147 

Vías Biliares, Obstrucción de las - 12 493 

Vocal cord paralysis of intrathoracic origin _ 1 39 
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Fernández Cerra, E. _ G 233 

Flax, Hermán J. _ 5 178 

— G - 

Guzmán López, Luis R. _ 12 52 i 

— H — 

Iladdock Suárez, Jenaro _ 5 189 

Haddock Suárez, Jenaro y Rafael Rodríguez Molina_ 11 441 

Heinman, Harold _ 9 363 

Jesús, José A. de _ 4 140 

Jesús, José A. de, Ramón A. Sifre, y Carlos E. Bertrán _ 6 221 

Jesús, José A. de. y Raúl Marcial Rojas _ 11 462 

Jiménez Torres, Carlos F. _ 11 458 

— M — 

Mendoza Mendoza, Pedro _ 9 366 

— O — 

Olavarrieta, Sara T., Francisco Landrón, Ramón M. Suárez, y 

Luis Saldaña _ 4 147 

O’Neill, Edward _ 10 412 

— P — 

Padró, Fernando _ 6 226 

Paniagua, Manuel E. _ 11 450 

Passalacqua, Luis A. _—_ 5 169 

VI 






























Passalacqua, Luis A. y Calixto Romero _ 5 

Picó, Guillermo - 7 

— Q — 

Quintero, Ernesto_ 4 

— R — 

Rivera, Julio V. _ 5 

Rodríguez, Héctor F. y Rafael Díaz Bonnet_ 10 

Rodríguez, Héctor F., Ernesto C. Martínez y Luis R. Guzmán 

López - 1 

Rodríguez Olmo, J. - 2 

Rodríguez Pérez, David - 9 

Rosenfield, A. B.- 3 

Rullán, Antonio _ 1 


Sanabria, José F._ 7 

Sifontes, José E. _ 0 

Sifontes, José, E., Carmen L. Berio, Katherine R. Rivera, y 

Julieta Grana _ 1 

Sifontes, José E., Priscilla Díaz de Garau, Carlos N. Vicéns y Raúl 

Acosta - 2 

Sifre, Ramón A. - 10 

Sifre, Ramón J., Ramón A. Sifre y A. S. Casanova Díaz _ 1 

Street, Dana M. _ 7 

Suárez, Ramón M., Ramón M. Suárez, Jr. - 2 

Suárez, Ramón M., Ramón M. Suárez, Jr., Juan Sabater y 

Roberto Buso - 3 

Susoni, An f »nio H._ 12 


T — 


Tainter, Maurice L. 


7 

8 


211 

288 


162 


195 

397 

34 

64 

353 

103 

39 


279 

239 

1 

58 

403 

20 

296 

51 

93 

493 


261 

305 


Y — 


Yordán, Edgardo 


2 


71 


























No Existe Sustituto Para el 

R a u w i I o i d 

(Fracción alseroxylon obtenida exclusivamente de Rauwolfia 
serpentina (Benth) de la India) 

Muchos médicos han comprobado que el RAUWILOID es la forma 
de Rauwolfia más segura, de mayor confianza, y la más fácil de 
prescribir. La seguridad del RAUWILOID está basada en la ocu¬ 
rrencia mínima de efectos secundarios, aún menor que la de otros 
productos derivados de la Rauwolfia. La confianza que ofrece el 
RAUWILOID es el resultado de la más rígida estandardización de 
las pruebas de potencia a las cuales este producto es sometido. 

La RAUWOLFIA EN SU FORMA OPTIMA 

Porque: El Rauwiloid no es la raíz cruda de Rauwolfia. El Rau- 
wiloid presenta la actividad hipotensora total de la raíz entera 
de Rauwolfia serpentina (Benth), estando a la vez libre de 
substancias indeseables, como por ejemplo los alcaloides del 
tipo yohimbina. 

Porque: El Rauwiloid no contiene solamente uno de los alcaloides 
de Rauwolfia sino que ofrece la acción equilibrada de varios 
alcaloides potentes contenidos en la raíz de Rauwolfia. 

Porque: Rauwiloid contiene además de la reserpina, otros alca¬ 
loides activos, tales como la rescinamina la cual parece ser 
aún más potente. 

Porque: Rauwiloid es la fracción original alseroxylon de la Rau¬ 
wolfia serpentina (Benth) no adulterada, de la India. Es ésta 
la forma virtualmente sin efectos secundarios y sin ninguna 
contraindicación conocida. 


LABORATORIES, INC.,,., 


Distribuidores: J. M. BLANCO, INC. (Droguería Blanco) 
San Juan, P. R. 
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prevents postpartum hemorrhage 
speeds uterine involution 



Ergotrate Maléate 

* (EKGONOVIME MALEATE, U.S.P., LILLY) 


produces rapid and sustained contraction of the postpartum uterus 


Supplied: 

Ampoules of 
0.2 mg. in 1 cc. 

Tablets of 0.2 mg. 


The administration of 'Ergotrate Maléate’ almost com- 
pletely eliminates the incidence of postpartum hemor¬ 
rhage due to uterine atony. Administered during the 
puerperium, 'Ergotrate Maléate’ increases the rate, ex- 
tent, and regularity of uterine involution; decreases the 
amount and sanguineous character of the lochia; and 
decreases puerperal morbidity due to uterine infection. 


ELI LILLY PAN-AMERICAN CORPORATION 
índianapolis 6, Indiana, E.U.A. 















